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Diuretics needing “rest periods,” whether enforced by dosage restriction to once 
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of edema. 
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Each Multiple Compressed Tablet of MeProtone 
provides the inseparable antiarthritic, antirheumatic 
benefits of: 

1. Prednisolone buffered—the newest and most po- 
tent of the “predni-steroids” for prompt relief of 
joint pain and arrest of the destructive inflammatory 


2. Meprobamate—the newest and safest of the 
muscle-relaxant tranquilizers for profound relaxa- 
tion of skeletal muscle in spasm. 

Tolerance to this combination is good because there 
is little likelihood of sodium retention, potassium 
depletion or gastric distress with buffered predniso- 
lone, and meprobamate rarely produces significant 
side effects in therapeutic dosage. 

An additional important therapeutic benefit, often 
overlooked, stems from the tranquilizing action of 
meprobamate. This component of MEpROLONE re- 
lieves mental tension and anxiety so often manifest 
in arthritics, making them more amenable to other 
rehabilitation measures. 


INDICATIONS: A wide variety of conditions, in which 
four symptoms predominate: a) inflammation 4) muscle 
spasm ¢) anxiety and tension @) discomfort and disability; 
i.e., rheumatoid arthritis, rheumatoid spondylitis (Marie- 
Striimpell disease), Still’s disease, psoriatic arthritis, osteo- 
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muscle-relaxant 


arthritis, bursitis, synovitis, tenosynovitis, myosi 
sitis, fibromyositis, neuritis, acute and chronic 
pain, acute and chronic primary and secondary 
and torticollis, intractable asthma, respiratory 
allergic and inflammatory eye and skin disorders | 
tenance therapy in disseminated lupus eryt 

periarteritis nodosa, dermatomyositis and sc 


SUPPLIED: Multiple Compressed Tablets in 
100 in two formulas as follows: MeProton::-!- 
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dried aluminum hydroxide gel. Meprotone 2— 
2.0 mg. of prednisolone in the same formula. 
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MEPROBAMATE REACTIONS 


JOHN VAN DE Erve, M. D. anv Cor., D. R. Cattps, MC, USN 
Charleston, S. C. 


he occurrence of two severe allergic re- 
‘a actions to meprobamate, combined with 
adverse milder reactions in seven pa- 
tients, prompts us to call attention to the fact 
that meprobamate is not entirely innocuous. It 
seems even more important in view of the fact 
that this drug now accounts for a large in- 
dustry of supply, distribution, and administra- 
tion by itself. It has been estimated recently 
that millions of tablets have been taken and 
use of the drug has been exceptionally general 
in view of its short history. 

The relatively simple chemical formula (an 
aliphatic compound ) would seem to provide a 
large margin of safety and little danger of re- 
action. The authors have been using the drug 
extensively for a year with fearless prodigality. 
Many of our patients have been dosing their 
friends and relatives, as well, with gay aban- 
don. Until the past month, the only difficulties 
were in several patients who could not tolerate 
the drug because of nausea or dizziness or ex- 
cessive drowsiness, It has been the practice of 
one of us to prescribe only half tablets from 
the beginning because the 200 mg. dose 
seemed sufficient for the purpose and much 
better tolerated. 

Pharmacology 

The parent compound of meprobamate is 
mephenesin, a muscle relaxant that also ex- 
hibits marked anticonvulsant action in animals 
but not in man. It produces muscle relaxation 
without affecting significantly the autonomic 
functions, such as heartbeat and respiration. 
As little as 30 mg. per kilogram of body weight 
(about one-thirtieth the lethal dose) will pre- 
vent death in convulsion from pentylenetrazole 
( Metrazol). 


Meprobamate, or 2-methyl-2-n-propyl-1, 3- 
propane-diel dicarbamate, was first synthesized 
by Ludwig and Piech in 1950 and introduced 
clinically in 1955, Approximately 10% is ex- 
creted unchanged and the remainder con- 
jugated with glucuronic acid in the urine. The 
drug has an unusual and interesting property 
of exercising a taming or tranquilizing effect. 
This may be related to the effect of the drug 
on the diencephalic areas. The toxicity is re- 
markably low as a rule. Two cases of at- 
tempted suicide have been reported in which 
50 to 100 tablets of 400 mg. each were taken 
at one time. Complete recovery ensued in both 
instances without special treatment. However, 
in the cases we report, such doses would pre- 
sumably have a serious effect. 

Case 1—A caucasian female was given mepro- 
bamate, 400 mg. tablets, three times a day for its 
calming effect. About two hours after taking the first 
tablet she noted the onset of a diffuse, papular rash 
with severe itching. This increased in intensity, until 
the entire body was involved, especially the pressure 
areas where clothing rubbed, and including the face 
and scalp. She first considered this possibly to be 
measles, so continued taking the medication as pre- 
scribed, until on the third day, when she no longer 
considered the rash to be measles she was seen again, 
and the meprobamate discontinued. The itching re- 
sponded to antihistamine medication, but the rash per- 
sisted for about seven days, with the papules becoming 
discolored and going through the dark red, blue and 
greenish stages of a resolving bruise. No other symp- 
toms were noted during the entire course of this re- 
action. The past history is significant in that she had 
probably taken mephenesin at some time in the past, 
though this is not definite. 

Case 2—This caucasian female ingested one 400 
mg. tablet of meprobamate on her own initiative, 
anticipating some relief from an episode of nervous 
tension, and supplied her by her sister. (Case 1). After 
about two hours she noted the development of a diffuse 
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redness and itching of the entire body, marked about 
pressure points, and accompanied by some swelling 
of the face, feet, hands, and other joints. There was 
marked aching of the entire body. During the night 
she experienced repeated episodes of chilliness and 
there was apparently some fever, although she did not 
take her temperature. The following day, her aching, 
malaise and weakness were so severe that she could 
not get up to go to work. The redness and itching as 
well as the generalized aching and swelling of the 
face, hands, and feet continued for about three days, 
responding probably to antihistamines which she be- 
gan taking after it was considered that the symptoms 
were due to drug reaction. This patient was not seen 
by a physician at any time during this episode. There 
is no history of previous ingestion of meprobamate and 
it is unlikely that she has ever taken any mephenesin. 

Case 3—This caucasian female presented a rather 
marked allergy and sensitivity background. About six 
years ago she had received some tetanus antitoxin after 
a rather severe, contaminated, lacerating injury. She 
apparently suffered a rather marked serum sickness 
subsequently, with infection of the wound in addition. 
Three days after the injection of the antitoxin and 
after sustained fever and other evidences of serum 
sickness, she received a course of penicillin injections. 
She subsequently suffered severe penicillin reaction. 
Altogether she was several weeks recovering from the 
combined reactions. About one year ago she had taken 
mephenesin for several days incident to a rather un- 
comfortable muscle sprain. There was no reaction to 
this medication. Otherwise, her health had been ex- 
cellent, and she had never taken any medication other 
than aspirin or Empirin compound. 

On 5 November 1956, on her own initiative, and 
without the ingestion of any other medication, she 
took one 400 mg. meprobamate tablet which had been 
prescribed for her husband. In about two and a half 
hours she noted the onset of a marked aching of the 
lower part of her back and most of the other joints of 
the body. Then about 30 minutes later she noted the 
onset of severe itching with diffuse redness of the un- 
exposed portions of the body. There later developed 
a temperature elevation to 102.0 degrees F. with a 
marked malaise, weakness, nausea, and some vomiting. 

When she was seen, about four hours after the in- 
gestion of the tablet, she was in apparent acute dis- 
tress, with marked diffuse redness of the unexposed 
portions of the skin. There were no wheals or papules, 
only the diffuse pinkness of the skin resembling a re- 
cent sunburn. The skin was generally hot and the 
temperature was 102.0 degrees F. The pulse was 
rapid and thin, from 100-120 per minute. The blood 
pressure was 70-80 /40-60. The blood pressure re- 
turned to normal in about two hours, after the employ- 
ment of a total dose of 1.0 ml. of 1:1000 epinephrine. 
She was then given some antihistamine tablets to take, 
and allowed to go home. 


The following morning she was seen again. The 
generalized aching was persisting, but somewhat 
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diminished, and the itching had responded satis- 
factorily to the antihistamines when taken regularly. 
The fever continued though diminished, with a reading 
of 100.0 degrees F. The blood pressure was continuing 
at a normal level. Subsequently, a low grade fever 
continued for a total of about three days, and the 
itching continued for about seven days, controlled by 
the antihistaminic tablets. The marked weakness and 
generalized aching persisted for about nine days, and 
up to three weeks after the ingestion of the tablet, 
she was continuing to have severe headaches at rather 
frequent intervals, something to which she had never 
been subject before. 

Case 4—A female, age 32, with no previous history 
or evidence of sensitization of any kind had been under 
treatment for fairly acute lichen planus. She was given 
200 mg. of meprobamate and within an hour de- 
veloped generalized erythema and marked pruritus. In 
spite of antihistamine therapy these continued to get 
worse and she then developed urticarial symptoms 
along with mucous membrane involvement, dizziness, 
cerebral stimulation in the form of acute excitement, 
and shortness of breath with some laryngeal difficulty 
in breathing. This finally responded to several in- 
jections of epinephrin but itching continued for 
another 24 hours. Corticosteroid therapy was instituted 
with good improvement, but the shock symptoms con- 
tinued, with malaise, weakness, and dizziness for five 
days thereafter. Even a week after the onset of the 
reaction she felt weak and tired. In view of a possible 
allergic state skin tests scratch were done. Only a 
minimal reaction to house dust was present. She was 
closely questioned as to previous allergic or toxic 
episodes and none was elicited. Diphenhydramine 
hydrochloride was given in elixir form thereafter for 
its sedative effect and all other internal therapy was 
discontinued. 

Case 5—A female, aged 49, with moderate hyper- 
tension and nervousness associated with menopausal 
changes, had been taking phenobarbital, in 32 mg. 
doses four times a day for several years without ill 
effects. She was given half tablets (200 mg.) of 
meprobamate to take four times a day. Moderate dis- 
turbances of the gastrointestinal tract in the form of 
diarrhea and bloating resulted, and occasional symp- 
toms of cerebral irritation in the form of unwarranted 
excitement were also noted. These symptoms subsided 
on stopping the drug and recurred when it was re- 
sumed. The patient resumed the use of phenobarbital 
with satisfaction and relief of the symptoms. 

Case 6—A female, aged 56, with neurodermatitis 
in the form of lichenified plaques on the cubital, pop- 
liteal, and nuchal areas, was placed on meprobamate 
200 mg. four times daily. Tranquilizing effects were 
satisfactory but after five days the patient developed 
general erythema with mild pruritus. These dis- 
appeared on stopping the drug. 

Case 7—A female aged 48, with severe extensive 
nummular eczema of the legs, neurotic excoriations 
about the body, and a definite state of chronic alcohol- 


ism, was placed on meprobamate, 200 mg. four times 
a day. She complained immediately of dizziness and 
cerebral excitement. This occurred on several further 
trial periods of administration. No other allergic 
history was obtained and she tolerated barbiturates 
well. 
Conclusion and Summary 

Meprobamate, while a useful and effective 
tranquilizing agent, nevertheless has caused a 
number of severe toxic and allergic reactions, 
ranging from marked shock with coma to mild 
pruritus, erythema and diarrhea. In patients 
with a known allergic state, caution is in order 
and a small dose should be tried before using 
the larger usual dosage. A tablet can be 
crushed and a tiny bit of the powder admin- 
istered, If there is no reaction within a few 
hours, 200 mg. doses may be tolerated without 
difficulty although reactions have been re- 
ported after several days of use. 


Several of the patients gave a history of 
having previously taken mephenesin for other 
conditions (two for thoracotomies and one for 
a nephrectomy) and the severity of the re- 
action to a small dose raises the question of 
possible cross-sensitization or of sensitization 
to the two closely related drugs. The relation 
of the severity of the reaction to rather small 
doses suggests more than a simple drug idio- 
syncracy. It would seem wise, therefore, to 
question patients about previous medication 
with mephenesin and related drugs. 

In several cases, cumulative effects or re- 
actions to larger than normal doses were noted. 
Like all other sedatives, this drug should be 
used with reasonable precautions. Treatment 
for the acute symptoms may require corti- 
costeroid therapy. 


Mention of toxic effects may be found in the follow- 
ing articles: 

Council on Pharmacy and Chemistry: Meprobamate. 
J.A.M.A. 160:1405, Apr. 21, 1956. Acceptance by 
Council on Pharmacy and Chemistry includes state- 
ment “allergic reactions have occurred rarely.” 

Lemere, F.: Drug habituation. (Correspondence ). 
J.A.M.A. 160:1431, Apr. 21, 1956. One patient con- 
vulsed after withdrawal. Had been taking 6.4 gm. 
daily for 1 month. 

Gottlieb, F. I: Tranquilizers and purpura hemor- 
rhagica. (Correspondence). J.A.M.A. 161:96, May 5, 
1956. Purpuric reaction to meprobamate. Therapy with 
steroids. 

Kositchek, R. J.: Reactions to meprobamate. 
J.A.M.A. 161:644, June 16, 1956. Two patients with 
severe allergic reactions. Treated with steroids after 


antihistamines. 

McGee, R. R.: Drug reaction. (Correspondence). 
J.A.M.A. 161:1094, July 14, 1956. Skin and systemic 
reaction. 

Selling, L. S.: Clinical study of a new tranquilizing 
drug. J.A.M.A. 157: 1594, Apr. 30, 1955. Article on 
use of Miltown includes mention of 3 patients who 
were allergic. Treated with antihistaminics. 

Shane, A. M. and Hirsch, S.: Three cases of mepro- 
bamate poisoning. Canad. M.A.J. 74:908, June 1, 1956. 
Coma and shock symptoms in 3 cases. 

Friedman, H. T. and Marmelzat, W. L.: Adverse 
reactions to meprobamate. J.A.M.A. 162:628, Oct. 13, 
1956. Six patients with generalized dermatitis and 

ruritus, sledlinn on cessation of therapy with mepro- 

amate. One case of severe diarrhea necessitating 
stopping the drug. 


The Use of Refrigeration Anesthesia (Regional 
Hypothermia) for Amputation in Poor-Risk Patients 
with Peripheral Vascular Disease. J. Vernon Jeffords 
and J. M. Stallworth, Charleston. American Surgeon 
22:998-1004, October 1956. 

In order to compare local hypothermia (region 
refrigeration anesthesia) as an anesthetic agent to 
spinal anesthesia during the amputation of extremities 
in patients with severe peripheral vascular dsease, 24 
patients with similar ages and diseases were selected 
for a controlled study. Of the 10 patients who were 
operated upon under ice anesthesia, there was no 
evidence to indicate that tissue damage or delayed 
healing resulted because of the anesthesia. The two 
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to four days preparation of the infected gangrenous 
limb by the use of ice and a tourniquet as a physio- 
logic amputation in several of these patients was life- 
saving. The average length of hospitalization of pa- 
tients for whom ice anesthesia was used, was 28 days 
as compared to 26 days in those patients who were 
subjected to spinal anesthesia. There were fewer 
annoying complications such as nausea, vomiting, ileus, 
and urinary retention in the group of patients who had 
ice anesthesia. Local hypothermia was not only an 
excellent adjunt in the preparation of patients who 
were seriously ill because of infected gangrenous ex- 
tremities, but could be used safely as the anesthesia of 
choice in the same group of patients. 


employed to designate the disturbance 

of consciousness to which patients 
suffering from severe liver disease are subject. 
Progressively deepening coma accompanied by 
stertorous breathing, bleeding diathesis, and 
widespread muscular twitching or convulsions 
is frequently the terminal event in fatal hepatic 
insufficiency. However, it is important to 
recognize that the onset of stupor or coma in 
the presence of even severe liver disease does 
not necessarily imply a fatal outcome. The 
patient with decompensated liver function 
may suffer repeated episodes of disturbed con- 
sciousness varying from mild lethargy to coma 
of several days duration in the course of his 
disease and return to a normal or nearly nor- 
mal mental and neurological state. The term 
“episodic stupor” (or coma) has been used to 
designate this reversible clinical state. 

A complete description of the clinical and 
pathological features of hepatic coma has re- 
cently been presented by Adams and Foley.' 
The clinical syndrome is essentially one of 
impairment of consciousness accompanied by 
a generalized motor disorder. The disturbance 


. term “hepatic coma” is commonly 


of consciousness usually begins with the in-. 


sidious onset of lethargy and quiet mental con- 
fusion which progresses gradually to stupor 
and often profound coma. The general appear- 
ance of the patient in the early stages is strik- 
ingly similar to that of normal drowsiness. On 
close examination at this stage one may find 
a mild degree of rigidity of the limbs and there 
may be seen isolated, scattered jerking or 
twitching movements. Also in this stage, when 
the patient is still capable of being aroused 
and of cooperating to some extent for testing, 
a characteristic “flapping” tremor is often 
demonstrable. This will be described in more 


Dr. Baroody’s address is 376 W. Palmetto Street, 
Florence, South Carolina. 

Dr. Talbert is Assistant Professor in Neurology, 
Medical College of South Carolina. 
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EPISODIC STUPOR IN LIVER DISEASE 


PRECIPITATED BY HIGH PROTEIN DIET AND CERTAIN DIURECTIC AGENTS 
A CASE REPORT 


NaseeEsB B. Baroopy, M. D., Florence, S. C. anp O. Ruetr Tapert, M. D., Charleston, S. C. 
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detail presently. As stupor deepens into coma, 
some patients will suffer one or more con- 
vulsions which may be either focal or general- 
ized. If the picture progresses to one of deep 
coma the prognosis for recovery is poor; al- 
though occasionally even after several days or 
weeks of profound unresponsiveness, spon- 
taneous recovery of consciousness may ensue. 

This clinical picture is most often seen in pa- 
tients with chronic, long standing hepatic dis- 
ease such as Laennec’s cirrhosis. Less fre- 
quently the mental disturbance will take the 
form of an agitated confusion or delirium 
rapidly progressing to coma and convulsions. 
The underlying liver disease in these cases is 
more likely to be an acute one such as acute 
yellow atrophy or acute toxic hepatitis. 

The “flapping” tremor is one of the most 
characteristic features of impending hepatic 
coma. Its chief clinical importance is that it 
can usually be demonstrated, if looked for, at 
the earliest stage of the neurological disorder 
often before any impairment of mental func- 
tion is apparent; therefore, it may be valuable 
in making an early diagnosis of impending 
disaster. It is best demonstrated by having the 
patient hold the upper limbs extended in front 
of him. Upon assumption of this posture a 
constant rhythmic tremor may be evident; then 
after a moment there develops a series of 
coarse, asymmetrical transient lapses of muscle 
tone in which the fingers, a hand, or an entire 
limb, will appear suddenly to begin falling 
only to be quickly restored toward the original 
posture. The overall appearance is that of a 
series of wide-amplitude flapping or jerking 
movements of the extended limb as if the pa- 
tient were repeatedly relaxing the postural 
tone of the limb. The same sort of tremor may 
be demonstrated in any group of voluntary 
muscles by having the patient put the part in 
sustained voluntary contraction. For example, 
sustained tight closure of the eyelids, retraction 
of the lips, or holding a leg aloft will permit 


the motor disturbance to become manifest in 
these muscle groups. This peculiar, intermit- 
tant and fleeting interruption of postural tone 
was first described by Adafns and Foley and 
designated asterixis. Its demonstration requires 
some degree of maintained voluntary move- 
ment or reflex posture against gravity. Once 
the patient is comatose or if the muscle group 
being tested is completely relaxed it can no 
longer be seen. 


A patient suffering from chronic liver dis- 
ease, recently treated at the Roper Hospital, 
underwent two episodes of stupor and impend- 
ing coma during hospitalization, illustrating 
the described phenomena. These episodes 
were conditioned by therapeutic measures 
often employed in the management of cirrho- 
sis. It seems timely to present the case in detail 
and review some recent observations relating 
to the problem of hepatic coma which have 
brought about a re-evaluation of certain prin- 
ciples of therapy in chronic hepatic insuffi- 
ciency. 


Case History: A 54 year old Negro woman was first 
admitted to the Roper Hospital on July 6, 1954 com- 
plaining of abdominal swelling of six months duration. 
She had noticed 20 pounds weight loss, anorexia, and 
low back pain during this period. A paracentesis per- 
formed one week prior to admission produced 4,500 
ml. of cloudy, yellow fluid. She gave no history of 
food intolerance, melena, hematemesis, abdominal 
pain, nausea or vomiting. 


Review of cardiovascular, respiratory, and genito- 
urinary systems was entirely negative. Past medical 
history and family history were non-contributory. She 
denied previous venereal disease or alcoholism. 


Physical examination on admission: Temperature 
99.6 orally, pulse 80/min., respirations 20/min., and 
blood pressure 140/90. She was well developed, 
emaciated, cooperative and oriented. There was evi- 
dence of recent weight loss. The eyes were normal 
except for grade I arteriosclerotic changes of the 
retinal arterioles. The chest was symmetrical 4nd the 
lungs were normal except for a few fine crackling rales 
heard at the right base posteriorly. Examination of the 
abdomen revealed evidence of ascites. The liver was 
enlarged 5 cm. below the right costal margin and ex- 
tended into the epigastrium. Its edge was irregular, 
firm, and nodular. It was not tender. The spleen was 
palpable on deep inspiration. Neurological examination 
revealed no abnormalities. 


Laboratory studies on admission: Hgb. 8.5 grams. 
RBC 2.8 million. Volume of packed cells 25%. WBC 
13,100 with 41% lymphocytes, 55% polymorphonu- 
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clear leukocytes (2% non-filamented forms) and 2% 
monocytes. Specific gravity of the urine was 1.013. 
There was a trace of albumin. The test for sugar was 
positive (one plus), and acetone negative. There were 
15 to 20 white cells per high power field, 10 to 15 red 
cells per high power field, and hyaline and fine granu- 
lar casts. Bence-Jones protein was not present. The 
total serum protein was 8.62 grams per 100 ml. with 
5.23 grams gamma globulin. Fasting blood sugar was 
112 mgs. per 100 ml. and blood urea nitrogen 18 mg. 
per 100 ml. Cephalincholesterol flocculation test was 
4+. BSP retention was 15% in 45 minutes. Alkaline 
phosphatase was 2.3 units. Serum bilirubin was 1.3 
mg. per 100 ml. Prothrombin time varied during the 
hospital course between 82% activity and 32% 
activity. Stools were negative for blood, ova, and 
parasites. Electrocardiograms were normal. Roentgeno- 
gram of the chest was normal. Upper and lower gastro- 
intestinal series was normal except for diverticula of 
the sigmoid colon. 

During the first four weeks of hospitalization the 
patient was treated with a high protein, high carbo- 
hydrate, low fat diet (protein 125 grams, fat 40 grams, 
carbohydrate 250 grams), whole blood transfusions 
(1500 ml.), liver supplements, ferrous sulphate, multi- 
vitamins, and antibiotics. A paracentesis was performed 
on July 9, 1954 with the removal of 4000 ml. of mod- 
erately yellow turbid fluid with a specific gravity of 
1.006. Because she was emaciated a protein supple- 
ment was added to her diet on August 5 giving a total 
of approximately 190 grams of protein intake daily. 
On August 20 a carbonic anhydrase inhibitor, aceta- 
zoleamide (Diamox) 500 mg. daily was begun in an 
attempt to promote diuresis. 

On August 25 the patient was noted by the nurse 
to be confused and to wander about the ward unable 
to find her bed. She put her shoes on the wrong feet, 
and seemed not to understand when spoken to. On 
examination later that day she was found to be lethar- 
gic, confused and disoriented in time and place. Her 
speech was slurred and incoherent. Although she would 
respond when spoken to, her responses were extremely 
slow and delayed. If left undisturbed for a few min- 
utes she would fall asleep. On having the patient ex- 
tend her arms forward there immediately developed 
in the extended limbs coarse, bilateral, asymmetrical 
jerking or flapping movements characteristic of those 
seen in impending hepatic coma. These movements 
involved the wrists and hands, and at times an entire 
arm would suddenly fall a short distance and be 
maintained at this new posture. The patient would 
not extend the arms to command for more than a 
fraction of a minute; but consistently when she was 
asked to resume the posture the tremor would manifest 
itself again. 

At this time the patient was already refusing most 
of her food; but she was taken off all oral feedings 
and given only intravenous glucose and saline in- 
fusions for a period of 4 days. All medications except 
antibiotics were stopped. An EEG done on August 26 
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showed a marked slow wave activity from all head 
areas, the greatest degree being present in both frontal 
areas. The abnormal waves were bilaterally synchron- 
ous over comparable areas of the scalp tested. On 
August 27 her clinical picture was very little changed 
but during the ensuing three days she became pro- 
gressively more alert and oriented and the tremor of 
the extended arms subsided. By August 29 she was 
completely clear mentally and ambulatory, and the 
tremor of the extended limbs could not be demon- 
strated. 


On August 29 she was begun on a high protein, high 
carbohydrate, low fat diet with a protein supplement 
to give a total daily protein intake of approximately 
260 grams. The clinical picture was not noticably 
changed during the next two days but on September 3 
she was again found lethargic, confused, and dis- 
oriented as to time and place. Her memory span was 
remarkably shortened. The flapping tremor of the ex- 
tended limbs was again readily demonstrable in the 
upper extremities and could also be seen in the facial 
muscles when she was asked to close the eyelids 
tightly or to retract the lips. She was still taking part 
of her prescribed oral diet. On that date all oral feed- 
ings were again discontinued and she was maintained 
on infusions of 5% glucose and physiological saline 
solution parenterally. Over a period of four days her 
mental function gradually returned to normal and the 
tremor of the limbs subsided. By September 7 she was 
ambulatory. 

Thereafter the patient was maintained on the regu- 
lar hospital diet which contained 80 grams of protein 
daily. The patient took her diet well during the re- 
maining two weeks of hospitalization without any de- 
terioration in her mental status or recurrence of the 
tremor. She was discharged on September 22 on a 
2000 calorie diet containing 80 grams of protein daily 
and in addition was given a vitamin supplement and 
brewers yeast. 

Discussion 

The episode of stupor which occurred in 
this patient on August 26 was thought to be 
brought about by the ingestion of excess pro- 
tein in view of previous observations.5,® How- 
ever, she had been on this diet for almost three 
weeks when the stupor developed. A search 
for other possible factors revealed that Dia- 
mox had been begun five days prior to the on- 
set. In view of subsequent experience of 
others” this was likely an additional factor that 
brought about such a sudden and unexpected 
onset of the syndrome. The administration of 
a diet of 260 gm. of protein daily which was 
begun on August 29 was a deliberate attempt 
to determine if the neurological picture of 
hepatic stupor could be reproduced by simply 


increasing the dietary protein. The fact that on 
this diet there did develop an almost identical 
picture with that originally observed was evi- 
dence that high *protein intake alone was 
sufficient as a precipitating factor. That a 
moderate protein intake was not harmful to the 
patient was demonstrated by the observation 
that she tolerated a diet containing 80 grams 
of protein daily for two weeks while under 
observation on the ward. 


In considering the cause of hepatic coma it 
is important to realize that the patient suffering 
from severe liver disease is subject to a number 
of conditions which may lead to disturbance 
of function of the nervous system. For example, 
a bleeding diathesis may lead to hemorrhage 
into the brain. The rupture of esophageal vari- 
ces with resulting massive gastrointestinal 
hemorrhage may cause peripheral circulatory 
collapse with coma. Too rapid drainage of 
massive ascites may likewise precipitate peri- 
pheral circulatory collapse, coma, and death. 
Hypoglycemia and depletion of sodium or 
potassium may lead to disturbance of con- 
sciousness and convulsions. In the presence of 
alcoholism, which is frequently associated with 
chronic cirrhosis, one must consider its com- 
plications (e.g., delirium tremens, Wernicke’s 
encephalopathy, Korsakoff’s psychosis, and 
head injury) in the differential diagnosis of 
coma or deranged nervous system function. 
The administration of opiates and sedatives, 
particularly certain barbiturates, may result 
in prolonged stupor or coma. 


Although any of these and other disorders 
occurring in the course of liver disease may 
lead to mental and neurological impairment, 
none of them with the exception of gastro- 
intestinal hemorrhage is likely to bring about 
the combination of progressive stupor and the 
characteristic tremor which tend to undergo 
spontaneous remission and recurrence. This 
characteristic clinical picture should be differ- 
entiated from the other types of mental dis- 
turbance mentioned. Its pathogenesis is not 
well understood but there is evidence from 
recent investigations that at least one factor 
is a derangement in metabolism of ammonia. 
That patients with severe liver disease have an 
elevation of blood ammonia has been demon- 
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strated;?,3,4 but correlation between high 
blood ammonia levels and the presence of the 
neurological signs and symptoms has not al- 
ways been close. Nevertheless, since ammonia 
interferes with the normal metabolism of the 
nervous system and since venous blood levels 
probably do not accurately reflect levels within 
the nervous system tissue,® the possibility re- 
mains that a defect in metabolism of ammonia 
is an important factor. One of the principle 
sources of ammonia in the body is from the 
breakdown of proteins in the intestinal tract. 
The ammonia is normally converted into urea 
by the liver. If ammonia is an important factor 
in the precipitation of this clinical state in 
patients with liver disease, then it is logical 
to look to the protein content of the diet as a 
possible source. The phenomenon of meat in- 
toxication has long been the subject of study 
in animals and appears to be closely related to 
this episodic and reversible type of hepatic 
coma. It was observed years ago that reversible 
neurological manifestations, including leth- 
argy, ataxia, coma and convulsions could be 
induced in Eck-fistula dogs by feeding meat. 
In this experimental situation there is a shunt- 
ing of the portal blood directly into the vena 
cava, by-passing the liver. McDermott and 
Adams‘? reported a case of “episodic stupor” 
closely resembling the clinical picture of hepa- 
tic coma occurring in a patient with carcinoma 
of the pancreas in whom an Eck fistula had 
been produced surgically, The attacks of stu- 
por accompanied by elevation of blood am- 
monia could be precipitated in their patient 
by the oral administration of ammonium chlor- 
ide or urea as well as by feeding a high protein 
diet. The same phenomenon has been demon- 
strated in cirrhotic patients in whom porta- 
caval shunt was accomplished surgically as 
treatment for portal hypertension.'? Previous 
reports®,® and the case reported here demon- 
strate that excess protein ingestion is capable 
of precipitating this syndrome in some patients 
with severe cirrhosis. It is known® that in the 
presence of long-standing cirrhosis there de- 
velops progressive communication between the 
portal and systemic venous channels resulting 
in virtually the same circulatory situation as 
exists in a surgically produced Eck fistula. It 
would seem, therefore, that in the cirrhotic pa- 
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tient the stage is set for the development of a 
clinical phenomenon comparable with that of 
“meat intoxication” as a result of excess protein 
entering the intestinal tract. Not only does a 
circulatory situation comparable to’ the Eck 
fistula exist in certain stages of the disease, but 
also the damage to liver parenchyma deprives 
the body of its mechanism for detoxifying 
blood ammonia. When protein is ingested to 
the extent that more ammonia is formed in the 
intestine than the remaining body mechanism 
can detoxify, ammonia accumulates in the 
blood and tissues. When the ammonia becomes 
fixed in the cerebral tissue in sufficient con- 
centration to materially interfere with certain 
of its metabolic activities, according to an 
hypothesis offered by Bessman and Bessman,® 
the clinical manifestations of altered cerebral 
function develop. If the ingestion of protein is 
stopped, the excess ammonia is gradually con- 
verted or excreted, and normal cerebral func- 
tion returns. 

The development of the syndrome of epi- 
sodic stupor in cirrhotic patients has been ob- 
served following the oral administration of 
ammonium chloride'® and of carbonic anhy- 
drase inhibitor,” both of which enjoy frequent 
use as diuretic agents. In the case presented 
here the latter appears to have played a part. 
Both of these agents have the property of 
causing an increase in blood ammonia in the 
presence of cirrhosis. 

It is not the purpose of this discussion to con- 
demn the use of high protein diet or diuretics 
in the treatment of chronic liver disease. One 
is often confronted with the emaciated cir- 
rhotic patient or one in whom there is hypo- 
proteinemia and edema where these measures 
are quite necessary. Furthermore, it has been 
repeatedly pointed out that many cirrhotic pa- 
tients tolerate quite high intake of protein over 
long periods of time without untoward effects. 
The purpose here is rather to emphasize that 
in patients with severe degrees of cirrhosis a 
diet high in protein and certain types of 
diuretic agents are potentially hazardous and 
should be prescribed with caution. The physi- 
cian caring for such a patient should be alert 
to the possibility of impending coma under 
the conditions cited. The characteristic tremor, 
asterixis, should be looked for especially, as it 
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may provide the warning that enables one to 
foresee and avoid the more advanced neuro- 
logical disturbances by making the necessary 
alterations in the therapeutic regimen before 
they develop. Finally, it should be recognized 
that stupor or coma occurring in the patient 
with hepatic insufficiency may be a reversible 
phenomenon, not necessarily indicative of a 
terminal state. 
Summary 

The clinical features of hepatic coma are 

discussed. A case is presented in which one 


type, “episodic stupor”, developed on two 
occasions as a result of excess protein intake 
and the use of a carbonic anhydrase inhibitor. 
Evidence is cited which indicates that am- 
monia intoxication is an important factor in 
the pathogenesis of this syndrome. The im- 
portance of recognizing the syndrome as a re- 
versible one and of the exercise of caution in 
prescribing high protein diets and “ammonia- 
producing” diuretic agents in cirrhotic patients 
is emphasized. 
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Carcinoma of the thyroid occurs in only 1 to 2 per 
cent of thyroid glands removed surgically and is more 
frequently found in non-toxic nodular goiter. 

It is classified pathologically as (1) Follicular or 
alveolar (2) Papillary (3) Undifferentiated. 

Local involvement may be (1) Compression only 


(2) Recurrent laryngeal nerve involvement (3) At- 
tachment to laryngotrachea or pharyngoesophagus 
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(4) Actual invasion of the food or the air passages by 
thyroid carcinoma. 

Involvement of the food and air passages by an un- 
differentiated carcinoma usually indicates a poor prog- 
nosis although temporary palliation may be achieved 
by relief of obstruction and the use of radiation 
therapy. In the better-differentiated follicular and 
papillary carcinomas, even with extensive invasion, 
the prognosis may be surprisingly good and it is there- 
fore imperative that emergency measures be carried 
out promptly and effectively, and that more definite 
forms of treatment in the proper hands be made 
available to the patient. 
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POSTPARTUM CEREBRAL VENOUS THROMBOSIS —— A CASE REPORT 


Epwarp J. Dennis, M. D. 
Department of Obstetrics and Gynecology 


G. C., a 21 year old gravida 2, para 2, abort. 0, was 
admitted to Roper Hospital at 7 A. M. on March 5, 
1955 with a history obtained from her mother in- 
dicating that the patient was quite well until 9 P. M. 
on March 4, 1955, at which time she complained of 
a severe headache accompanied by nausea and vomit- 
ing of several hours duration. At 5 A. M. on the day of 
admission she had a generalized convulsion and fell 
out of bed. It was noted by her mother that there was 
considerable frothing at the mouth, but no observation 
was made as to the localization of the convulsive 
seizure. On admission at about 6:30 A. M. she had 
another convulsion in the presence of the intern on 
duty and this was described as a generalized, clonic 
convulsion. On admission to the ward at 7 A. M. she 
again had a generalized convulsion. Her mother denied 
that the patient had had previous convulsive seizures 
or recent trauma which might contribute to the origin 
of such seizures. 

A review of her hospital admissions revealed that 
she had been admitted on February 20, 1955 with a 
diagnosis of term pregnancy and labor. She progressed 
satisfactorily and 7 hours and 15 minutes after ad- 
mission, had a spontaneous delivery of a living female 
infant in good condition. Her physical examination at 
the time of delivery was completely within normal 
limits with a blood pressure recorded as 110/80. All 
routine laboratory studies were normal. Standard 
serum serologic tests were negative. Her postpartum 
course was uncomplicated and she was discharged on 
the third postpartum day. 

A complete examination done as soon as convulsions 
were controlled showed no significant physical find- 
ings. Her blood pressure at the time of this admission 
was 130/100 and a neurological examination was 
negative. A lumbar puncture done on the day of ad- 
mission revealed an opening pressure of 116 mm. of 
water with normal manometrics. Spinal fluid cell count 
and chemical analysis were all within normal limits. 
Serum tests were negative. Urinalysis and blood 
studies were within normal limits. 

Consultation with the neurological service was ob- 
tained and a presumptive diagnosis of postpartum 
cerebral vein thrombosis was made. On the basis of 
this diagnosis and in order to prevent progression of 
the thrombosis she was placed on anticoagulant 
therapy. 

Three days following admission to the hospital she 
developed neurological findings which were com- 
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patible with the diagnosis. There was noted consistent 
tactile inattention over the left upper limb. This finding 
existed for a period of three days and then disappeared. 
On the ninth day after admission the patient de- 
veloped a bilateral vertical and lateral nystagmus 
along with an ataxia of both upper and lower extremi- 
ties. 

On the 10th day the neurological findings began re- 
verting to normal and she was discharged on the 25th 
day after admission. ‘ 

She returned to the neurological clinic in a period 
of three weeks at which time a neurological examina- 
tion revealed no residual findings. 

Discussion 

Aseptic thrombosis of the cerebral sinuses or veins 
has been reported as a cause of convulsions from the 
4th to the 137 day postpartum. The case reported here 
is the first seen in our Department, although two weeks 
following this, another case was admitted with a 
history and physical findings similar to the first. 

Of the clinical features, headache is a very constant 
early symptom and may be generalized or unilateral. 
Convulsive phenomena are common and were a 
prominent part of this patient’s initial clinical picture. 
The seizures may be focal or generalized, or the at- 
tack may begin on one side and spread to involve all 
the limbs. Further, seizures are usually associated with 
or followed by symptoms and signs indicative of a 
localized cerebral lesion. It is important to note that 
these symptoms and signs are relatively slow in their 
development, and may not be fully established for 
several hours or even days. Evidence of raised intra- 
cranial pressure may or may not be present and is 
closely related to the extent and site of the thrombus. 
The presence of papilledema must be taken to indicate 
interference with absorption of cerebrospinal fluid 
either by mural thrombi in the sagittal spinus or by 
complete occlusion of that structure. Other signs and 
symptoms depend upon site and extent of lesion and 
include all degrees of monoparesis or hemiparesis with 
or without disturbances of sensation. Disturbance of 
speech is likely to occur if the limbs on the right side 
are involved. 

The cerebrospinal fluid is likely to be normal unless 
the thrombosis is extensive, in which event a small 
number of red cells may be present. 

Confusion may exist in differentiating the etiology 
of seizures from epilepsy, intracranial neoplasm or 
abscess, and arterial embolism. Confirmation of diag- 
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nosis is apparent from the tendency to spontaneous re- 
covery in a relatively short time, and the remarkable 
completeness of such recovery. 

Treatment in most cases is symptomatic since re- 
covery is usually spontaneous and complete. Control 
of convulsive seizures with barbiturates and mainten- 
ance of adequate nutrition is obviously important. 
Anticoagulants may be indicated particularly when the 
onset of the syndrome occurs long enough after de- 
livery to decrease possibility of uterine hemorrhage. 
Propagation of the thrombotic process as evidenced by 
increasing central nervous system involvement would 
seem to indicate further need for anticoagulant 
therapy. 

Conclusions 

Convulsions occurring more than 24 hours post- 
partum are usually not due to eclampsia. 

Aseptic cerebral sinus thrombosis is known to pro- 
duce convulsions between the 3rd and 137th day post- 
partum. 

Diagnosis is apparent after ruling out other causes 
and is confirmed by clinical course. 

Anticoagulant therapy appears to be indicated in 
those cases demonstrating extension of the thrombosis 
as manifest by increasing neurological involvement. 
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ELECTROCARDIOGRAM 
OF THE MONTH 


ATRIALEBIGEMINY 
Groom, M. D. 
From the Department of Medicine. 

Case Record—A_ routine pre-operative  electro- 
cardiogram on a 52 year old man admitted to the 
hospital for gastrointestinal surgery revealed oc- 
casional ectopic beats of supraventricular origin and 
inversion of T waves in the left precordial leads. Ap- 
proximately two weeks following surgery, which in- 
cluded a vagotomy procedure, the tracing illustrated 
below was recorded. Condition of the patient at this 
time was satisfactory except for a moderate degree of 
abdominal distention. The appearance of a bigeminal 
pulse had been noted, occasioning the repeat electro- 
cardiogram. No digitalis or other cardiac drugs had 
been administered. 

Electrocardiogram—The arrhythmia consists of a 
coupling of beats which is evident throughout the 
tracing. All ectopic beats are preceded by P waves 
which, in some leads, are obscured by the preceding 
T waves. Two different P-R intervals are present 
(0.16 and 0.20 sec.) each with a different configura- 
tion of P waves. Furthermore, the QRS complexes 
also are of two distinct types with associated differ- 
ences in their T waves. It can be assumed that the 
normal sinus-conducted beats are those which follow 
the compensatory pauses, the atrial premature beats 
occurring almost immediately thereafter. This as- 


sumption is borne out by comparison with the pre- 
operative electrocardiogram. 

High R waves in lead aVL with essentially Q-S 
deflections in aVR and aVF reveal that depolarization 
is predominantly directed toward the left shoulder. 
The electrical axis therefore is displaced toward the 
left; it is horizontal. Also some degree of counter- 
clockwise rotation is suggested by the appearance of 
high R waves as far to the right as Ve. 

The T wave inversions and diminished R waves 
observed pre-operatively in V-5 and V-6 persist un- 
changed. 

Discussion—Impulses initiating ventricular con- 
traction can of course arise in portions of the heart 
other than the usual pacemaker, the sinoatrial node. 
Although the more rapid transmission of impulses 
through the heart’s normal conduction system is 
thought to discriminate against this, stimuli can and 
do commonly arise from foci in the ventricular or 
atrial musculature, or anywhere along the normal 
conduction pathway, to produce a variety of ectopic 
rhythms. Logically, if the impulse travels an abnormal 
course through a portion of the heart the electrocardio- 
graphic representation of that impulse will be ab- 
normal. And, as a general rule, the further the ectopic 
focus is from the normal conduction pathway and the 
more devious the course the impulse must follow the 
more abnormal will be the corresponding wave on the 
ECG. Therefore a normal QRS complex indicates 
that the ectopic stimulus has arisen in the A-V node 
or above (more strictly, perhaps, above the bifurca- 
tion of the bundle of His). It is thus of supraventricu- 
lar origin. If both P and QRS deflections of an ectopic 
beat are normal its origin must be in the S-A node or 
immediate area. Abnormalities of any of the electro- 
cardiographic deflections will, understandably, be 
more evident in some leads than in others since the 
different leads record different “views” of the heart’s 
electrical activity 
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It follows that ectopic beats arising in the atria will 
be manifested by deformed P waves, their QRS and T 
wave complexes ordinarily remaining normal since 
transmission into the ventricles is still through the 
A-V node. But this is not always so. Sometimes the 
ventricular complexes are altered too, as in this case, 
and “atrial premature beats with aberrant conduction” 
occurs. Here the premature beats are conducted 
differently through the ventricles, probably because 
they come so quickly after the normal beats that a 
portion of the bundle branches, the A-V node, or the 
ventricular musculature is still partially refractory 
causing it to respond in a different way. The fact 
that the QRS complexes of the ectopic beats are not 
widened appreciably or very greatly deformed sug- 
gests that this alteration in response takes place not 
far below the atrio-ventricular node. On rare occa- 
sions the ventricular response may be blocked com- 
pletely in which case “blocked premature atrial beat” 
is said to exist. Or, as in this instance, it may be only 
delayed, producing the longer P-R interval. 

The pairing, or coupling of normal sinus conducted 
beats with atrial ectopic beats produces the bigeminal 
rhythm, or “pulsus bigeminy”. Similar groupings of 
three beats are termed “trigeminy”. The mechanism 
by which coupling takes place in such a constant 
and repetitive sequence is still poorly understood, 


but the precise time relationship between the coupled 
beats (0.44 sec. in this tracing) has given rise to one 
theory that stimuli from an ectopic focus either 
arise or evoke a response in the myocardium at a time 
when it has a “supernormal” irritability—immediately 
following repolarization. In ventricular muscle this 
time may coincide with the U wave of the ECG. 

Significance of the bigeminal rhythm which ap- 
peared as a transitory phenomenon in this patient is 
uncertain. Whereas coupling resulting from ventricular 
ectopic beats has long been associated with digitalis 
toxicity probably here it denotes only that a single 
area of the atria is markedly hyperirritable, for what- 
ever reason. Stimuli mediated through the vagus and 
sympathetic nerves from higher centers are known 
to produce ectopic rhythms. Local effects due to 
drugs or to toxic or infectious states, and electrolyte 
abnormalities, as well as organic heart disease, may 
also provide the basis of these most common ar- 
rhythmias. Often coffee or tobacco or emotional dis- 
turbances can be held accountable. Generally, ectopic 
beats of supraventricular origin are looked upon as of 
less consequence than those arising in the ventricles, 
probably because the latter may, if very numerous, 
portend the more serious arrhythmias of ventricular 
tachycardia or fibrillation. 


The Effects of Azapetine Infusion on Patients with 
Vascular Disease: Preliminary Report, By: J. Vernon 
Jeffords, M. D. and J. Manly Stallworth, M. D., 
Charleston. Angiology 7:445-453, October 1956. 

Recent clinical trials have demonstrated the 
effectiveness of a new dibenzasepine adrenergic block- 
ing drug in the treatment of various forms of peri- 
pheral vascular disease. This paper was a preliminary 
report on the evaluation of the clinical usefulness of 
the parenteral form of azapetine comparing the vascu- 
lar changes as observed in the bulbar conjunctival 
vessels with the more indirect clinical methods of 
evaluation of the blood flow and vascular response. 

In every case of peripheral vascular disease studied 


the bulbar conjunctival vessels became dilated result- 
ing in an increase in vascularity and blood flow follow- 
ing the use of azapetine. No change was noted in 
the degree of intravascular agglutination following 
intravenously administered azapetine. The effective 
dosage of azapetine for use in acute vaso-spasm varied 
from .2 to .8 mgms. per kg. in 250 ml. of saline. The 
side effects were more severe and frequent in intra- 
venous azapetine than in the oral form of the drug. 
The effects of azapetine on the conjunctival vessels 
appears to correlate closely with the effect on blood 
flow in the digits and as such, offers a readily access- 
able system of vessels for direct study in the use of 
vaso-reactive drugs. 
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Medical Ethics 


A PANEL DISCUSSION HELD AT THE MEETING OF 
THE ANDERSON COUNTY MEDICAL SOCIETY 
AT THE CALHOUN HOTEL ON AUGUST 14, 1956 


An Edited Transcription 


PaNneL: W. H. Prioteau, M. D., Charleston, Hervey Meap, M. D., Pendleton, 
Georce Wixkinson, M. D., Greenville, Moperator: J. R. Younc, M. D. Anderson 


Dr. Young: It is becoming increasingly popular 
when presenting a subject before a group of medical 
men to do so within the pattern of a panel discussion. 
Literally speaking, a selected panel is supposed to be 
composed of members qualified to speak with author- 
ity. This may not follow invariably, but I think the 
idea of being set apart, as in a frame, for a specific 
purpose is inherent in the concept of a panel, and 
that is all that the members of this present panel claim 
is pertinent to their participation in this discussion. 
We were asked or set apart to discuss the matter of 
medical ethics, and we perhaps are no more com- 
petent to do this than are other members of the 
audience, but since it is our responsibility to do this, 
we, therefore are glad to comply. We are happy with 
the men we have invited to be with us tonight. You 
know them all. Dr. W. H. Prioleau of Charleston, is 
clinical professor of Surgery in Charleston and Presi- 
dent of our state Medical Association. All of the men 
in the room who went to school in Charleston know 
him and those of us who didn’t go to school in 
Charleston have met him. He is one of the best liked 
men in our profession and we are very happy to ha,e 
him visit us tonight and I introduce to you now, Dr. 
Prioleau. 

Dr. Prioleau: When I was invited to appear before 
you I felt honored and at the same time had a great 
deal of trepidation about appearing in a panel con- 
cerning medical ethics. I didn’t know exactly why I 
should be selected except for age and a few things 
like that, none of which necessarily qualify me. I had 
read nothing of ethics; I simply try to practice medi- 
cine in an upright way. You have forced me to do 
some reading and I don’t know that I am much the 
wiser for all that I have read because I find that even 
the preachers disagree on a great many things from 
the ethical standpoint. 

To get down to the subject itself, I would say that 
medical ethics is not a matter of rules; it cannot be 
simplified in this manner. Of course you can have a 
few rules; it resolves itself into adhering to certain 
principles and we all have very much the same prin- 
ciples. In adhering to these principles, one has to 
bear in mind and to take into consideration certain 
factors, and those factors, as we go over them one by 
one, are rights of the patient, the rights of the physi- 
cian, and the duty of the physician toward the pro- 
fession and the public. The reason for this is that 
what is good for the profession is good for the public. 


I think that if we sit down and weigh the problem in 
the light of these factors, we will arrive at a sound 
solution in most instances. This is my method of 
approach. 

Dr. Young: One of the pioneer internists in the 
Piedmont region is the next speaker on our program 
tonight. He is Dr. George Wilkinson, of Greenville, 
who for the past thirty years or more has carried on 
a large practice in the field of internal medicine in 
the city of Greenville. His wide experience in handling 
a large practice, much of it referred work, we think 
qualified him to speak with some degree of authority 
on the subject of medical ethics. We take pleasure in 
introducing Dr. Wilkinson. 

Dr. Wilkinson: Back in the story of mankind, we 
are told that the head of the household was priest, 
judge, and physician. Over the years these functions 
have been evoluted into very distinct professions. 
Having a common ancestry, there remains in the 
breasts of most men the anlage of all three now dis- 
tinct professions. Not too many years ago, and per- 
haps still in some quarters, the master of the ship had 
life and death powers over his crew. He treated the 
sick and conducted all formal religious rites aboard 
ship. 

The matter of ethics, way of life, a standard of be- 
havior, or perhaps even a creed, is basically an 
essential for one man to get along with another. The 
old saying, “Behind every deed there is a creed” is 
true. This common understanding may be what we 
call ethics. 

Ethics is not taught as a distinct subject in medi- 
cal schools these days. The reason for this is rather 
apparent, if one traces the development of medical 
education. Before the turn of the century, almost 
anybody who could read or write could get into a 
medical school, if he had the tuition fee. Many strong- 
minded individualists pushed their way into the med- 
ical field with almost no educational background. 
This group had to be taught many things not strictly 
in the medical curriculum. Perhaps the most impor- 
tant subject to be studied by some of these wild 
guineas was how to behave themselves. It was neces- 
sary for the medical faculty to inculcate into these 
would-be doctors, a way of life, as well as to instruct 
them in the art of medicine. What was right to do 
and what was wrong to do, especially with relation to 
each other and their clients. . 

With the advancement of the basic sciences, medi- 
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cine has gradually become more of a science than an 
art. By the time a student applies for admission to a 
medical school, he has already spent four years in a 
high shcool and four years in college. Here he has 
studied to the point where he has attained some pro- 
ficiency, not only in chemistry, physics, embryology, 
and so forth, but also in the study of the humanities. 
Logic, ethics, philosophy, and human relations are 
subjects used for the development of character and 
understanding. If an applicant for a medical school 
cannot present evidence of good conduct, strong 
character, and proficiency in his studies, it is not like- 
ly that he will attain admission to any medical school. 
There is no place for ethics as a subject in the medi- 
cal school today. This subject, per se, should be taken 
for granted basically. Teachers in the medical schools 
of today set high standards, both in personal be- 
haviour, and in relationship with other physicians. 
This influence has much more effect in moulding the 
character of the medical students than any formal 
course could well do. 

Moderator: I believe that all the men in the room 
will agree with what Dr. Wilkinson has just said, that 
the general level of medical ethics is better among the 
members of our profession now than it was half a 
century ago or even 25 years ago; I think there has 
been a definite improvement in the medical ethics in 
that space of time. I believe all the men would agree 
with that. Our next speaker is Dr. Mead, who is 
president of our State Chapter of the American Acad- 
emy of General Practice, and he is going to talk to 
us and review the proposed revision of the code of 
ethics that is now being done by the AMA. 

Dr. Mead: A code of ethics is, by simple definition, 
a pattern of behavior or a pattern for behavior, and 
there are two aspects to the code of ethics or our 
code of ethics; the external and the internal. The ex- 
ternal is the one the public sees, the one our patients 
see; and the internal aspects of it are the intraprofes- 
sional relationships, our relationships, one with the 
other. The forerunner of the AMA first drew up a 
code of ethics in 1847; it was revised many times, the 
last major revision in 1912 and right now a proposed 
revision is being made by which the 48 sections are 
being reduced to 10 sections and that, I presume, will 
be adopted in December at the meeting in Seattle, 
and so I want to discuss those 10 proposed sections. 

The first one, the prime objective of the medical 
profession, is to render service to humanity. Notice it 
says the prime objective. It does not mean that 
financial remuneration could not be one of the ob- 
jectives of the medical profession, but if it were to 
become or even approximate the prime objective, that 
service to humanity, we would no longer be on the 
pedestal that we now occupy. The profession in gen- 
eral, perhaps, does not occupy a very high spot on 
that pedestal, but each individual doctor to his pa- 
tients, or to a large number of his patients, is more or 
less a minor god and we wouldn't be if we forgot that 
objective. 
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The second one, doctors should try to increase 
their own knowledge and share it with others. A good 
doctor never ceases to study and never ceases to 
learn. There are certain physicians, unfortunately, 
that we know, who don’t continue to study; they may 
be our friends and we may respect them as good 
citizens of their community or respect them for other 
things they have done, but we can’t respect them as 
up-to-date, truly good doctors. Medicine in these 
days is progressing so fast that if you don’t study and 
keep up with it you not only stand still, but you find 
that you have regressed, and if I may get in a plug 
for the American Academy of General Practice right 
now, it is the only professional organization that re- 
quires continuous study in order to retain membership. 
About sharing your knowledge with others, this is 
done very well nowadays in our medical meetings and 
in articles written in periodicals, but I believe there 
is room for improvement, so that the individual doc- 
tor can learn new techniques, whatever new tech- 


niques he wants to learn, under a_preceptorship’ 


arrangement or a better opportunity to learn by work- 
ing in the various services in his own hospital. 

The third point, doctors should not base practices 
on an exclusive dogma or associate with those who 
do. I can’t picture any doctor who is educated in an 
allopathic medical school of today who is not broad- 
minded enough to accept all theories and all methods 
and diagnostic techniques that have been proven and 
backed up by some work. This does apply to those 
physicians, I am sure, who might help out some 
cultist, chiropractor, osteopath, and who might help 
them out when they get in a tight spot and advise 
them what to do with patients. 

The fourth one, doctors must expose unethical con- 
duct of other doctors. This puts us in a very difficult 
spot when we have to be “stool-pigeons” and squeal 
on our friends, but if their unethical conduct is truly 
detrimental to the health of their patients and if it is 
detrimental to the entire profession as a whole, it is 
really our duty to expose them and correct it. 

The fifth point; except in an emergency, doctors 
may choose their patients but may not neglect them 
once chosen. This is a privilege which we don’t often 
exercise, that of refusing a patient. Perhaps the medi- 
cal profession would be a little bit better off if at 
times we were a little more choosy, and not let the 
patients just run over us as they often do. Actually, 
the patients seem to choose us rather than that we 
choose our patients, and we just let it go at that and 
treat whoever comes to us. When the patients feel 
that we are not giving them adequate care and treat- 
ment, they sometimes let us know in a roundabout, 
very nice way that they don’t feel that we are treating 
them correctly and we refer them to someone else 
who can treat them more correctly. There are a large 
number of patients who leave without telling us and 
go to someone else and, unfortunately, the physician 
who does start to treat them doesn’t find out that they 
have been to someone else, until he is half-way 
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through a long, detailed history, or it is even the 
second or third visit before they disclose to him that 
they have been to someone else. 

The sixth point; they should not permit anything 
to interfere with their independent medical judgment. 
This could include unnecessary procedures that might 
be done merely for the purpose of pecuniary gain; it 
could include holding on to a patient when he should 
be referred to someone else for better treatment. It 
could include being influenced by the patient’s family. 
Certain members of a patient’s family can sometimes 
bring quite strong pressure to bear and cloud your 
medical thinking on a patient, or a very persuasive 
detail man might, if you aren’t on your toes, get you 
to adopt certain medical procedures or therapeutic 
procedures that you wouldn’t use otherwise. Under 
this point, we might consider owning stock in a small 
pharmaceutical concern. This might influence the 
drugs you prescribe or in the case of a doctor who 
owns a drug store, exclusively or partially, that may 
interfere with his independent medical judgment. 

The seventh point; they should limit their profes- 
sional income to medical services. Now, notice that 
word professional is in there, and, therefore, does not 
include a doctor who owns a hotel or a gas station, 
but we might discuss under that, a doctor who owns 
a drug store, or a doctor who dispenses drugs. If 
drugs are dispensed or given to patients as a service 
and the , patient is not exploited, that is perfectly 
ethical, but one big idea that I feel is included in 
this, to express it in a rough and uncouth old-fashioned 
way is no fee splitting. I think that is the primary 
interpretation when they say limit their professional 
income to medical services, because the old-fashioned 
fee splitting was truly receiving something without 
contributing services. 

The eighth point; they should seek consultation on 
difficult cases. When is a case difficult? When does it 
become difficult? The only thing I can say on that 
point is that each doctor really knows the extent of 
his ability and he knows when he should seek con- 
sultation or when he should refer a patient to some- 
one else for care. In the past it has been advised that 
any doctor, no matter how excellent a doctor, no 
matter how good his reputation, should seek con- 
sultation when it is apparent that that particular pa- 
tient’s case is going to ultimately result in his death 
and I believe in the long run that still is good advice. 

Nine, they should maintain the confidences of the 
patient. Most of the time this is not a difficult thing 
to do. Sometimes we find that we let things slip when 
we are not thinking about it. We will say something 
about a patient that we hear about two or three days 
later or we realize immediately after we have said it 
that we shouldn’t have, but a more difficult point is 
how much to tell an employer, when the employer of 
a patient calls and wants to know what is wrong with 
Joe Doaks. If it is not an industrial case where they are 
privileged to know it, but we sometimes feel that it 
may help the patient; it will often help to tell the 


employer. Each case is an individual situation and 
you can’t answer them all with one statement. How 
much are we going to tell members of the family 
about a patient? Again, that is an individual case. 

The final point is they should participate in any 
community activity that has the object of improving 
the health and welfare of the people. Our public re- 
lations experts tell us that all doctors should be better 
citizens than they have been in the past. We have 
isolated ourselves somewhat from the general group 
of citizens and we should participate more in all 
civic activities, but more particularly we should never 
turn down the invitation to participate in anything 
that relates to improving the health and welfare of the 
people. The medical profession in general is in bad 
enough light very often with the public and if any one 
particular doctor were to turn down an invitation to 
participate in anything that would help to improve the 
health and welfare of the people it would reflect on 
the entire profession. 

Right in this state is an example of the work the 
entire profession has done in protecting the health 
and welfare of the people and that was in helping 
get the law passed whereby the practice of naturo- 
pathy was abolished. Now, that is protecting the wel- 
fare of the people, to protect them from cults and 
improper practitioners. 

Now for a little discussion about the intraprofes- 
sional relationships. This is a very ticklish subject to 
discuss and the ticklishness of it is in direct proportion 
to the selfishness and the petty professional pride of 
the doctors who are involved. The greatest source of 
friction is probably in the improper handling of 
referrals and consultations. I don’t believe that the 
referrals from the specialist to specialist create as 
much friction, perhaps, as the referrals from the gen- 
eral practitioner to the specialist; and the blame is 
very often shared, for the general practitioner is often 
—much too often—vague as to what he wants the 
specialist to do and the specialist doesn’t know how 
far to go in treatment, or when to send the patient 
back, and the specialist very often fails to consult the 
family doctor as to who else should see that patient; 
therefore, the patient gets started on the grand medical 
parade where he goes from specialty to specialty and 
there is no one to correlate all the information about 
this patient, and therein is the great lack of overall 
supervision by the family doctor. As a patient once 
told me, well, I can’t have 17 doctors, so he wanted 
one family doctor. The AAGP has put out a consulta- 
tion and reference request form which if used will 
help a little bit in cutting down on the vagueness of 
the desires of the family doctor very often, and what 
he wants the specizlist to do. Now, I don’t use them 
all the time, but I do use them frequently. 

Moderator: There has always been some difference 
of opinion among the members of our profession as to 
how much to tell a patient regarding his personal 
illness. I think that-this is particularly true when, for 
instance, a patient has cancer or serious heart trouble 
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or similar serious disease. What is the doctor’s duty 
in regard to how much to tell the patient? This is 
definitely in the field of the doctor’s relation to his 
patient and to his patient’s family: how much to tell 
him. We ask Dr. Prioleau to talk on this point. 

Dr. Prioleau: That is a naturally constant recurring 
problem and there can’t be any simple answer to it. 
It is going to vary with the problem and with the 
circumstances. In the first place, I don’t think a physi- 
cian should put himself in the position of mis- 
representing facts. Now, what is misrepresenting 
facts? Well, of course, I hold a_ very lenient 
attitude concerning this. I consider that you may 
tell a good deal of the truth but not All of the 
truth and you are not completely misrepresenting 
facts. I realize you are misrepresenting them a little 
unless you tell the whole truth, but this seems to be 
justified at times. Should the patient discover that I 
have not been truthful she would never have confi- 
dence in me again. She is going to find out the truth 
sooner or later, when she is much sicker than she is 
now, and she is going to need help. I could not help 
her if she had lost confidence in me. If I acquiesced 
to a request to misrepresent facts, I would lose the 
respect of those who made the request, and they 
would not trust me to tell them the truth under 
similar circumstances. We must bear in mind that 
the patient has a right to know his condition. 

After operation one is frequently asked to tell the 
patient that no malignancy was found. I tell the rela- 
tives that I cannot do that, but that I need not tell 
her anything. Then they say, “suppose she asks you?”. 
I reply, “I won't tell her anything; I'll just parry the 
question. I'll evade it, skip it over, and then if she 
firmly tells me, “Now, doctor, take a seat, I want to 
talk over things with you’ well, I will tell her the 
truth in as kind a way as I can. I'm not going to kill 
her with the truth, but I certainly am not going to 
misrepresent facts to her”. Now there is still another 
aspect that must be considered. I tell relatives that 
misleading the patient only makes trouble for them- 
selves. The patient will become dissatisfied with her 
treatment and will insist upon going to some large 
clinic, often at great expense not well afforded. So, if 
you tell patients the truth you protect them a great 
deal. Then, you save them from running around. We 
have all seen patients who have gone elsewhere to 
find out their trouble when the truth was known at 
home. 

Of course, when a person is too sick to think 
clearly, nothing is gained discussing matters. Likewise, 
when the patient is mentally incompetent. There is no 
disagreement about this. The next question is when 
and how to inform the patient. Well, we all know 
that some one time is better than another. I often 
put off telling them though I may know they have 
cancer. I wait until all reports are received and the 
subject has been carefully considered so that when 
I do talk with the patient, I can outline prognosis and 
treatment. Such discussion is best in the presence of 
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a close relative. The physician must maintain the 
confidence of the patient, if he is to help him when 
most needed. 


Moderator: I am sure that we agree with the ap- 
proach Dr. Prioleau has outlined. I think that Oliver 
Wendell Holmes in one of his essays said that truth 
is like a medicine: some of it is good for a patient, but 
that you could kill him with it. He referred to 
strychnine. He said that the proper dose of strychnine 
would be good for a patient, but that if you gave him 
all you had in your bag, you might kill him. I agree 
that there are times such as the doctor mentioned 
when the truth should be broken down into homeo- 
pathic doses and gradually be revealed. I agree with 
others that the patient has the right to know the 
truth and this should be told him in the kindest way 
at our command. 


One part of medical ethics that we sometimes don’t 
emphasize is the medical profession’s duty, and op- 
portunity, and I think it is their privilege, of instruct- 
ing the people in their respective communities in re- 
gard to health matters. I believe we have been im- 
pressed with the activity of the Greenville County 
Society in the last year or two in their radio programs, 
their television programs and I would like George 
Wilkinson to tell us something about that and not 
only about that item of news, but his ideas about the 
implications of the general theme, how may we 
discharge it. 

Dr. Wilkinson: As I understand it, the question is, 
how we should discharge our duties, relative to in- 
forming the people, particularly through the media 
of television. The medical television forum which has 
been conducted for the last few years in Greenville, 
has met with approval both by the laity and the pro- 
fession. In brief, the scheme is something like this. 
A committee of the county society is set up to conduct 
the forum. The committee appoints a chairman. The 
chairman makes all the arrangements with the local 
broadcasting facility. Through the local press, the 
people are asked to send in to the committee, ques- 
tions that they would like answered. Then the chair- 
man of the committee will probably run into you in 
the corridors of the hospital and ask you this question, 
“Have you ever been on the forum before?” If your 
answer is no, then he will reply, “Well, you are it.” 
If you have been on the program before, you are out 
until everybody in the society has a chance to “show 
off” on the program. By this method of choosing the 
panel, peace has been maintained among the brethren. 


Then the chairman calls a meeting of the three who 
are chosen to be on at a certain date. A general topic 
for discussion is decided on. The questions that are 
sent in by the public are divided among the panel of 
three physicians. Each participant is requested to 
write out in full his answers, and to add whatever 
questions he thinks apropos of the general subject. A 
specific amount of time is allotted. Each member is 
asked to read the questions given him and the 
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answers he has made, cutting his cloth to suit the 
clock. 


The second meeting of the panel is a dress re- 
hearsal, which is recorded on tape. Adjustments are 
made at this time so as to keep the program going for 
the full time, but not to run over. A few questions 
with short answers are put at the last, so that should 
the panel get through before the time is up, the 
interlocutor may ask the short questions so as to 
make the time run out more precisely. The panel is 
cautioned not to use any trade names or to put into 
the answers anything that might be a plug for some 
manufacturer, and that the panel stick to their written 
answers. 


It’s really a lot of fun to be on the panel, but for 
those who wear bifocals, it is sometimes difficult to sit 
up straight and more or less look in the camera, stick to 
the manuscript, without bobbing your head up and 
down. The panel is instructed to maintain a pleasant 
countenance, which might be somewhat of a strain to 
long-faced doctors. A skillful interlocutor is of great 
importance. Fortunately in the local panel, everybody 
was pleased with the performance of Dr. John Fewell. 
Many people did not know he could smile so pleasantly. 
The panel is conducted for a given number of weeks, 
and if put on about the same time each year, can 
better be worked into the schedule of the broadcasting 
facility. The Greenville County Medical Society is 
much indebted to WFBC for the kind and efficient 
services rendered. 


Moderator: I believe we will heartily agree with 
what the doctor has said. It amounts to this: that our 
concept of ethics and our practice of ethics represent 
an awfully good index to our characters. Anybody who 
would tell me that he had never transgressed the code 
of ethics, even if he had practiced medicine only a 
few days, would make me think him a liar. I imagine 
every man in the room at some time has done some- 
thing that he would not be entirely pleased with. As 
in ethics in general, it is the pattern that one usually 
follows that denotes his loyalty to the medical code 
of ethics. I once heard one doctor say of another mem- 
ber of his profession that he believed that doctor 
thought the Sermon on the Mount and the Ten Com- 
mandments applied to everybody but to himself. This 
was not altogether fair, but all of us know this: that 
a person’s actual practice of ethics is boiled down to 
what concept of ethics he bas in so far as life in gen- 
eral is concerned. It is told of ethics that if a man 
follows a high code of ethics in his everyday business 
life we will have no trouble with medical ethics. This 
idea, I think, is worth thinking about. 


I would now lke you, Dr. Mead, to describe from 
what you think and from what you have read, the 
proper method of having a consultation. As you 
mentioned, it is an important question, and we would 
like your ideas as to the proper way to have a medical 
consultation, both from the standpoint of the patient 
and the referring general physician. 


Dr. Mead: Perhaps at the onset we had better be 
sure and separate consultation and referrals, there 
being a difference. I believe that correct and proper 
handling of the consultation is first in importance. 
The doctor who requests the consultation with some- 
one else is asking for that doctor’s opinion of the pa- 
tient and that doctor’s assistance in taking care of 
that patient. He isn’t asking that doctor to take care 
of the patient for him. Now, when that specialist is 
to render an opinion of the patient, he must, of course, 
get an adequate history and have the opportunity to 
do all the necessary examinations and procedures that 
he needs, which may require more than a few hours; 
it may require a day or so and then that specialist 
who has been asked to give the consultation should 
discuss the case with the doctor who has requested 
the consultation and then the patient’s doctor should, 
along with the consultant, talk with the family about 
the future handling of the patient. Now, I don’t feel 
qualified to speak on it from the viewpoint of the 
specialist; we could ask Dr. Prioleau or Dr. Wilkinsen 
to speak on it from the viewpoint of the specialist. 

Moderator: Dr. Wilkinson, you continue the subject 
and discuss the matter. Just suppose I have a patient 
I am treating and I refer him to you and give the idea 
now about the proper ethical handling of that. 

Dr. Wilkinson: In answer to the question, “How 
should one limiting his practice handle referrals from 
a general practitioner?” Time was when most of the 
patients seen in my office came at the behest of gen- 
eral practitioners. Now, the vast majority of referrals 
come from physicians in other fields who limit their 
practices. Perhaps the proportion would be about 1 
to 3. If a patient is referred to another doctor, it is 
pretty much assumed that he is referred for diagnosis 
and treatment. It is commonly expected that the re- 
cipient will send a report back to the referring physi- 
cian. What necessary treatment may be done in the 
hospital, in this office, or in the office of the referring 
physician, depends entirely on circumstances. A sur- 
geon may refer a patient for examination and, say, a 
carcinoma of the stomach is found, or some other sur- 
gical condition. Here, the patient, of course, would 
be directed to go back to the surgeon who sent him. 
Should the patient have diabetes or some other dis- 
ease, requiring continuous supervision with laboratory 
facilities readily and economically available, he, of 
course, would be treated in my office. The hardest 
job I have to do is to manage patients who come in 
and say, “Now, doctor, I don’t want anybody to know 
I have been over here to see you. My doctor is some 
kin to my wife, is deacon in my church, and a good 
friend; and I don’t want to offend him. So I would 
like to have any reports that you may have sent to 
me directly.” Well, it takes more time sometimes to 
get the patient to understand that his own doctor next 
door is his best friend, and lies mid-way in his path- 
way towards good health, than it does to find what is 
the matter with him and decide what to advise him 
to do. That is, to get the patient sold on going back 
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to his doctor, when he has gone on his own to see 
you, is quite a problem; but my experience has been 
that an enormous majority of these people are happy 
to go back to their doctors if they are assured that 
the doctor will not be sore about them slipping off and 
coming to see you. Here, it may be important to re- 
member that it is still a free country, and people may 
vote for whom they like, drink the kind of whiskey 
they prefer, and choose their own doctors. There is no 
reason why any physician or any group of physicians 
should have a chip on their shoulder. There are only 
two things which should bother a doctor in this re- 
spect. First, that the patient come back to him, and, 
second, that he pays for what he gets. Next in impor- 
tance is to reconcile the patient with regard to pre- 
vious diagnoses. If physicians all thought exactly alike 
and invariably made the same diagnosis and offered 
the same treatment, there would be no reason for a 
person to see but one doctor. This, of course, is not 
true. To explain to a patient why your findings are 
different from those already made, I usually tell these 
folks that the findings that we made are as of today, 
are based on what the patient has said, the physical 
findings, and the multiple laboratory procedures under- 
taken. Further, that the patient has been given very 
much more time and thought, much more so than his 
doctor could have well given him, and see the rest of 
the people in the waiting room, The number of patients 
that an internist can see in a day is small. Then, many 
patients like to have their day in court, so to speak, to 
see somebody that they can unburden their whole 
accumulation of difficulties upon. Frequently, the pa- 
tient feels much better when you sit right down and 
call up his doctor and talk with him about his case 
with the patient sitting there listening. Many times, 
additional information can be obtained from the phy- 
sician who has seen the patient much more often. 

As one gets older in practice, referrals come more 
and more from patients and their friends than from 


physicians. In looking back over some of the records, 
I frequently find that the patient’s record in this office 
extends over a period of 25 to 30 years and during 
that time, perhaps, letters have been written to as 
many as five or six different physicians. The other day 
a patient came in, and his present personal physician 
was very much upset because he had come to this 
office. The fellow lived in a small town and during 
the last 25 years he had had five different personal 
physicians. Three of them had died, one of them is a 
chronic alcoholic, and his present physician is a young 
healthy buck, sober, well trained, and well behaved. 
This young physician was rather sore because the man 
had come back to this office, but after reading over the 
telephone to him some of the previous experiences 
with this fellow, he became much more recunciled. 
After all, none of us has any right or title to any pa- 
tient, except in so far as he depends on us tor care 
and seeks our advice and services. Actually, we are 
all more or less competitors. To keep the peace is one 
of the most important functions of a doctor; to try to 
give the patient some peace of mind; to keep the 
peace with our fellow practitioner is a must in the 
modern practice of medicine. 

At times patients will go away to large well- 
established clinics. They will receive a report, and 
presently a report will come back to me. What should 
my attitude be? Well, I have the patient come in at 
an appointed time, go over the report with him, look 
over the previous findings here, and endeavor to ex- 
plain to the patient what his situation is, what they 
thought, and what I think. Periodic checks are very 
instructive. I do not believe it is wise to tell people 
when they have gone somewhere else and have had 
a careful examination that their money and time have 
been thrown away. If one stops to think how much 
they spend on automobiles, cigarettes, and whiskey, 
why should we feel sorry about them having some 
additional medical expense that we don’t pay for? 


Nitrofurazone in Anorectal Wounds. Leon Banov, 
Jr., Charleston. Sinai Hosp. J. 5:57 (Oct. 1956) 

This is a preliminary report of a clinical study to 
evaluate the locally acting nitrofurazone in the heal- 
ing of postoperative anorectal wounds. All patients 
included in this report had either hemorrhoidal dis- 
ease, or an anal fissure, or both. Hemorrhoidectomies 
were performed using a modified ligature-excision 
open technique. Fissurectomies were patterned after 
the procedure described by Gabriel. Serial color photo- 
graphs were made of the wound immediately after 
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the operation, and at weekly (or near weekly) inter- 
vals until the wound was healed. Fifty-one cases were 
treated with daily applications of nitrofurazone until 
the anorectal wound was healed. Seventeen cases did 
not receive nitrofurazone and served as a control 
group. Nitrofurazone skin sensitivity occurred in only 
one patient who received the drug for a relatively 
longer period of time. This clinical study demon- 
strated the effectiveness of nitrofurazone in improving 
postoperative anorectal wound healing. 


in 


PRESIDENT’S PAGE 


At a meeting of Council, which is the committee on finance of the South 
Carolina Medical Association, it was reported by the treasurer that it is necessary 
to raise the annual dues. Until recently the Journal was a source of income. At 
present it is just about self-supporting. The cost of printing has increased steadily. 
The proceeds from advertising is more or less fixed, as the advertising is obtained 
from a central agency and the amount of advertising has to bear a certain ratio to 
scientific and other articles. The activities of the Association are steadily increasing. 
Supporting proper legislation in public health matters is costly. The subject of 
raising dues was discussed freely at a special meeting of the House of Delegates 
in November. It was decided to defer any action until the annual meeting, and 
in the meantime to inform the members of the Association through the Journal 
and the county societies. The Association is now going heavily into its surplus, 
which will soon be exhausted unless an increase in dues is authorized by the 
House of Delegates at the annual meeting. 


In this connection it seems timely to make some remarks concerning the 
Journal. It can be stated categorically that the State Association could not function 
satisfactorily without a well managed journal. It is the means of communication 
between the physicians of the state. In its pages are important announcements 
and official reports. It affords a means by which individuals and groups can ex- 
press their views on various problems. It serves an important function in publish- 
ing scientific articles by physicians of the state. National journals keep us abreast 
of scientific developments, in general, but the State Journal serves the additional 

urpose of keeping us informed about activities in our own institutions. The pub- 
ishing of a state association journal is a task requiring ability, industry, judgment 
and discretion. The editor must be not only gifted but dedicated to the job. To our 
editor, Dr. Joseph I. Waring, goes most of the credit that our Journal fulfills its 
purpose so well. We should constantly bear the Journal in mind and send to it 
news of professional interest and scientific articles. 


By the time this appears in print it is hoped that the proposed amendment to 
the Optometry Bill will have been defeated. The amendment is based upon the 
false assumption that optometrists can detect the presence of disease in the eyes. 
Recognition of disease processes in the eyes requires medical training. Certain 
eye diseases, particularly in the early stages are recognized with difficulty even 
by trained cultitnalentds. It would not be sound for the state to legislate that 
optometrists, who are not physicians, are competent in this field. 


William H. Prioleau, President 
South Carolina Medical Association. 


February 9, 1957 
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TENTATIVE SCIENTIFIC PROGRAM 
SOUTH CAROLINA MEDICAL ASSOCIATION 


MAY Il, 2, 1957 
Myrtle Beach, S. C. 


WEDNESDAY, MAY 1 
2:55 P. M. Call to Order. 
3:00 P. M. Subject To Be Announced—Eugene Ferris, M. D., Atlanta, Ga. 
3:30 P. M. “Psychiatric Problems Best Not Managed by a Psychiatrist”— 
Joseph Hughes, M. D., Philadelphia, Pa. 
4:00 P. M. Recess to visit exhibits. 
4:30 P. M. Panel: “Use and Abuse of Drugs in Emotional Illness” 
Moderator: Eugene Ferris, M. D., Atlanta, Ga—Internist Joseph 
Hughes, M. D., Philadelphia, Pa., Psychiatrist 
E. Ivan Bruce, Jr., M. D., Galveston, Texas, Psychiatrist 


Frank E. Whitacre, M. D., Nashville, Tenn., Obstetrician and 
Gynecologist. 


THURSDAY, MAY 2 
9:00 A. M. Memorial Service 


9:15 A. M. The President’s Address 
William H. Prioleau, M. D., Charleston, S. C. 


9:45 A. M. “Management of Breast Lesions*°—W. Emory Burnett, M. D., 
Philadelphia, Pa. 
10:15 A. M. “Newer Concepts & Approaches in the Etiology and Treatment of 
Cancer’—R., Lee Clarke, Jr., M. D., Houston, Texas 
10:45 A. M. Recess to visit exhibits. 


11:15 A. M. Subject to be Announced—Eugene A. Stead, Jr., M. D., Durham, 
N.C. 


11:45 A. M. Forum: “Gastrointestinal Hemorrhage” 
Moderator—W. Emory Burnett, M. D., Philadelphia, Pa., Surgeon 
Panelists: R. Lee Clarke, Jr., M. D., Houston, Texas, Surgeon 
Eugene Ferris, M. D., Atlanta, Ga., Internist 
Eugene A. Stead, Jr., M. D., Durham, N. C., Internist. 


12:45 P. M. Luncheon Recess 


2:15 P. M._ E. Ivan Bruce, Jr., M. D., Galveston, Texas 
(Subject to be announced—Psychiatric ) 


2:45 P. M. “Management of Breech Presentations’°—Frank E. Whitacre, M. D., 
Nashville, Tenn. 


3:15 P. M. Clinico-Pathologic Conference. (See Protocol). 
Eugene A. Stead, Jr., M. D., Durham, N. C. 


4:30 P. M. Adjournment. 
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Editorials 


A NEW POLIO VACCINATION 
PROGRAM 

Following a preliminary conference in 
Washington proposed by our Julian Price, a 
larger and more representative meeting was 
held in Chicago to discuss what part physicians 
should take in promoting the use of polio vac- 
cine. In discussion it was reiterated that the 
vaccine has been proven to be as safe and as 
effective as might be hoped for any vaccine, 
that careful and extensive surveys have shown 
its great value in the prevention of paralytic 
poliomyelitis, that everyone up to the age of 
40 years should have it, that many physicians 
are as apathetic about the vaccine as is the 
public, and that valuable vaccine material is 
spoiling from disuse. 

It was agreed that since current efforts by 
health officials and by the N.F.1.P. have failed 
to incite the public to general use of the vac- 
cine, it should become the duty of the medical 
profession itself to arouse its own apathetic 
members and to devise means of making vac- 
cine easily and cheaply available to all who 
will take it. In promoting such an endeavor, 
the profession is taking a priceless opportunity 
to improve public relations by demonstrating 
a desire to do something valuable and im- 
portant for the people, and by offering a ser- 
vice which is positive and constructive, and 
potentially invaluable to all concerned. 

It was thought that any such campaign 
should work best on a local level. The Council 
of the South Carolina Medical Association 
has met and discussed the matter at length, 
agreeing fully to its desirability and early 
implementation. A committee representing 
various bodies has been appointed by the 
President, as follows: 

Dr. Charles Wyatt, Chairman, Academy of 

General Practice 
Dr. Bachman Smith, Council of the S. C. 
M. A. 

Dr. Walter S. Hart, S. C. Pediatric Society 

Dr. William Bryan, S. C. Society of Obstet- 

rics & Gynecology 


Dr. G. S. T. Peeples, State Health Officer 


It is planned that this Committee will work 
with various other interested organizations and 
people to set up activity all over the state. 
Local conditions will determine details to a 
large extent. 

This Committee will be the leaders in a 
most important effort, valuable from many 
standpoints, Every member of the Association 
should give it hearty support by word and 
deed. 


POLIO VACCINATION IN SOUTH 
CAROLINA TO JANUARY 1957 

Children under 5 years who have had 3 
doses of vaccine make up only 6.5 per cent of 
that age group. 

Those who had 2 doses, 25.4 per cent. 

Those who had 1 dose, 30 per cent. 

There are nearly a million people under 20 
years of age in South Carolina who are eligible 


for free vaccine. It is not anticipated that vac- 
cine will be provided free after July 1, 1957. 


FIGURE 4 
7 AGE DISTRIBUTION OF POLIOMYELITIS 
144 


IN THE UNITED STATES IN 1956 
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OPTOMETRY AND MEDICINE 


It is believed that the medical profession of 
South Carolina should be informed of the at- 
titude of organized optometry toward our 
profession. The following is quoted from a 
bulletin from the office of legal counsel of the 
American Optometric Association dated July 
25, 1956: 

“There is no doubt that medicine has many 
times taken positions which transcend the 
law. Many learned writers have pointed out 
that the medical oligarchy ranks with the 
world’s greatest autocrats of all ages. Medicine 
has even compelled the Congress of the United 
States to yield. Medicine has convinced itself 
that it supersedes Government in the care of 
health.” 

The leaders in American Ophthalmology 
have set up standards for orthoptic technicians 
which are recognized throughout the world 
for their high caliber. After completing a pre- 
scribed course in orthoptics given under the 
supervision of ophthalmologists, they are re- 
quired to take examinations by a board of 
ophthalmologists before being allowed to 
practice. Following this, they are allowed to 
carry out their work only under the sponsor- 
ship and direction of an ophthalmologist. The 
following is what the optometrists have to 
say regarding these highly-trained orthoptic 
technicians and is taken from the above-quoted 
bulletin: 

“The medical man steeped in his own 
autocracy and drunk with his own power, sets 
up a course of training which he, in his sole 
judgment, believes to be adequate and if a lay 
person subjects himself to this training and is 
thereafter certified by receiving a certificate 
of completion or approval from the medical 
group, this lay person becomes a ‘medical 
technician’ untouchable by the law or Govern- 
ment.” 

Thomas R. Gaines, M. D. 


THE PROPOSED AMENDMENT TO 
THE OPTOMETRIC LAW 
The action of the House of Delegates and 
the Council of the South Carolina Medical 
Association respectively in opposing House 
Bill #1094 in the South Carolina House of 
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Representatives, is convincing proof of organ- 
ized medicine’s concern for the welfare of the 
citizens of this state, 

This bill is an amendment to the existing 
law regulating the practice of optometry in 
South Carolina. 

The present law reads as follows: “When- 
ever it is required by law that a visual test of 
the eye be made or optometric care of the eye 
be required of any person by any school or 
college, State or County Board or other agency 
of the Government, such test or care may be 
made or had by an optometrist duly licensed 
in this State. When. any person is required to 
furnish evidence of visual efficiency a report 
of any such optometrist shall be a compliance 
with the law requiring such certificate or re- 
port.” 

The proposed amendment embodied in 
House Bill #1094 reads: “Provided that in the 
selection of such person to make such test that 
none of said institutions, boards, or agencies 
shall discriminate against an optometrist or 
any other ocular practitioner.” 


On its face this amendment at first glance 
seems innocuous. 


Careful consideration, however, of such an 
enactment if it became law, would restrict and 
seriously limit the exercise of medical judge- 
ment by doctors of medicine whether they be 
health officers, school physicians, or others 
concerned with health, supervising, or ad- 
ministrative capacities in institutions on boards 
or agencies. 


Such limitations of the proper exercise of 
judgement by a doctor of medicine would in 
turn affect in many instances the welfare and 
health of the individual examined. 


This, therefore, is essentially a medical 
problem and the certification as to eye health 
certainly falls in that category as much as any 
part of the human body. Therefore such cer- 
tification should be in the province of a doctor 
of medicine. 


The provisions of the present State law 
regulating optometry are adequate for those 
practicing optometry, and there is no necessity 
for extending this practice beyond its present 
area. 
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Actually if the motive behind the amend- 
ment is solely one to prevent discrimination, 
such a fear is hardly justified. It is known that 
many schools in counties in this state already 
instruct the parents of school children to send 
those children with defective vision to optome- 
trists. Those that do not, instruct them to re- 
port to the family doctor or to “an eye special- 
ist.” 

It is our impression that the rank and file of 
optometrists in South Carolina are quite satis- 
fied with the present law under which they 
now practice. They are not eager to follow 
the militant and disturbing leadership of some 
of their number who annually attempt to 
grasp new prerogatives under sanction of legal 
amendments. 

The vicious and vituperative attacks on or- 
ganized medicine in general, as published in 
the bulletin from the legal counsel of the Amer- 
ican Optometric Association, Inc., volume XV, 
Bul. No. 6—July 25, 1956, is further evidence 
of a radical leadership which will do optom- 
etry no good, when they speak among other 
epithets of “the medical men steeped in his 
own autocracy and drunk with his own 
power,” and “that the medical oligarcy ranks 
with the world’s greatest autocrats of all ages. 
Medicine has even compelled the congress of 
the United States to yield—Medicine has con- 
vinced itself that it supersedes Government in 
the care of health.” 

Such descriptions of organized medicine by 
legal counsel of the American Optometric 
Association, Inc. is a libel on organized medi- 
cine in South Carolina, as well as each mem- 
ber of the South Carolina Medical Associa- 
tion. 

It is nothing new for non-medical so called 
professional practitioners who have been 
allowed by law to practice on human beings 
to use the appealing cry of “discrimination” 
in their efforts to expand into areas of practice 
which is not for the best interest of the public 
health and welfare. 

All members of the South Carolina Medical 
Association would serve the cause of the pub- 
lic by individually urging their representatives 
in the South Carolina General Assembly to 
oppose this legislation. 


MATERNAL HEALTH COMMITTEE 


This valuable Committee of the Association 
continues to carry on its important activities. 
It has been in continuous existence for many 
years and owes its present status to the en- 
thusiasm of many former members, of whom 
Dr. Robert Seibels and Dr. Decherd Guess 
have been the leading spirits. Its effort has 
been directed toward discovering the reason 
for South Carolina’s high maternal mortality, 
in recent times much higher than it is now, but 
showing at present a pleasing reduction which 
will be encouraged further. 

The Committee is in no sense a police com- 
mittee, but a group which endeavors to dis- 
cover where accident or error may have been 
responsible for maternal deaths, and by friend- 
ly discussion attempts to clarify the reasons 
for these catastrophes. It carries no personal 
animus against any physician, but aims to 
clarify situations which might recur with bet- 
ter outcome. 

The Committee depends on the cooperation 
and interest of its fellow-members of the Asso- 
ciation in furnishing necessary information 
which may be reviewed. Its hope is to reduce 
maternal mortality in South Carolina to a 
minimum, and to bring our techniques and re- 
sults up to the highest plane. 

It may well be assumed that the efforts of 
this Committee over the years past have had 
no small part in the decline in the number of 
maternal deaths in the state. 


ON KEEPING UP WITH MEDICINE 

Whatever in the light of modern knowledge 
the deficiencies of the physician of a century 
ago might have been, the practitioner of the 
day had a tremendous advantage over us 
present plodders in that his medicine was 
static, more or less, and he needed little re- 
freshment to keep it in order. New methods 
and new drugs were few and relatively far be- 
tween. The doctor was not impelled to travel 
great distances—a difficult job in those days— 
to keep himself abreast of the times, nor did 
he need to penetrate great stacks of journals 
to read the latest word. Especially was he 
spared the deluge of advertising matter which 
drowns our desks daily, promising, encourag- 
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ing, and pleading with us to use in profusion 
a confusion of products. 

Medical life was simpler then. It is not likely 
that we would trade the present stimulating 
harassment of our day for it. 


POISON CONTROL CENTER 

Among the man-made diseases may be in- 
cluded many forms of poisoning by substances 
which are intended for the control of various 
pests, and which seem to multiply as rapidly 
as do the antimicrobials and the tranquilizers. 
It is as difficult to follow the possible harmful 
effects of these substances as it is to keep up 
with the toxic effects of the many new drugs 
which are pouring into the market. Neither is 
the practitioner always conversant with the 
treatment of poisoning due to the overdose of 
older and common remedies, since emergencies 
with such substances are fortunately not com- 
mon enough to keep the memory polished. 

Now if the doctor's book or journal isn’t 
handy, he can obtain without cost full informa- 
tion on poisoning of any kind. A letter has been 
sent to all physicians of the state announcing 
the opening of an information bureau which 
may be reached at all times. Instigated by the 
Committee on Accident Prevention of the 
South Carolina chapter of the American Acad- 
emy of Pediatrics, and encouraged by the 
State Health Officer, the South Carolina Pedi- 
atric Society, and the Columbia Hospital, this 
Center at the Columbia Hospital now main- 
tains a full file of all information available on 
the subject of poisoning, and is eager to dis- 
pense it to all who ask at any hour. 

This should be a most useful advance in the 
direction of reduction of accidents and is one 
of the first definite steps taken in South Caro- 
lina in the field outside of the range of the 
deadly automobile. 


REPORT OF A DELEGATE TO THE A. M. A. 
SEATTLE, WASH. NOV. 1956 

Dr. Dwight Murray before the House of Delegates 
made one of the best speeches I have ever heard. He 
pointed out that physicians cannot be content to care 
for the sick alone, but that they must also be ready 
to participate in local, state, and national affairs. 
Whether we like it or not the central government is 
in our medical lives already. Soon Law 569, or Medi- 
care, will go into effect—most state associations have 
already signed contracts with the federal government. 
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Public Law 880, previously known to us as H. R 
7225, is another that doctors will have to work with. 
These laws are on the books and the doctors must 
provide the leadership to see that they function 
properly. 

He quoted Mr. Ezra Taft Benson, Secretary of 
Agriculture, who said, addressing the American Asso- 
ciation of Land Grant Colleges and Universities, 
“sooner or later the accumulation of power in a central 
government leads to a loss of freedom. Raids on the 
federal treasury can be all too readily accomplished 
by an organized few over the feeble protests of an 
apathetic majority. With more and more activity 
centered in the federal government, the relationship 
between the costs and the benefits of government pro- 
grams becomes obscure. What follows is the voting of 
public money without having to accept direct local 
responsibility for higher taxes. 

“If the present shift of power from state to federal 
authority which started 25 years ago is allowed to 
continue, the states may be left hollow shells.” It is 
encouraging to hear a cabinet member so statesrights- 
minded. 

Unfortunately, lately, a benevolent federal govern- 
ment appears more attractive to the voting public than 
the preservation of individual freedoms. If an apa- 
thetic medical profession takes its freedom for granted, 
it will be the beginning of the end — and history 
tells us that once medicine loses its freedom, other 
fields of private endeavor are immediately in danger. 
Dr. Murray went on to say that if he had only one 
wish for the coming year it would be to command the 
time and talents of the 160,000 physicians of the 
A. M. A. and set us all the task of emphasizing and 
re-emphasizing the absolute necessity of patient and 
profession freedom. It is essential to the practice of 
good medicine that the patient and physician continue 
to enjoy their personal relationship which means so 
much to both. 

This year the average family will pay $54.61 for 
the U. S. Government’s health and medical activities. 
The total expenditure amounts to 2% billion dollars — 
290 millions more than last year. Even in a total bud- 
get of 61 billion dollars the amount is not insignificant. 

Our unparalleled public health system demands 
money, but the trend is to spend more and more for 
health and medical activities because it’s good politics. 
People — all of us — should combat the attitude of 
“what’s in it for me” and should promote “what’s best 
for all Americans and our free society.” 

In Belgium recently is a good demonstration of 
what a unified medical profession can accomplish. 
6,500 out of 8,500 doctors belong to the state associa- 
tion. A bill was passed placing them under the juris- 
diction of the Ministry of Labor. They refused to 
cooperate and the government soon saw its mistake 
and agreed to the doctors’ plan. 

In closing Dr. Murray urged us all to dedicate our- 
selves to the words used in the oath of office taken by 
the president of the American Medical Association. 
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“I shall champion the cause of freedom in medical 
practice and freedom for all my fellow Americans.” 


The cost and value of the interim or clinical sessions 
were brought out. Each such session costs the A. M. A. 
about $50,000.00 when intake and outgo are recorded. 
Yet is was pointed out that physicians in a great many 
smaller centers were inspired and attended when 
otherwise they would not. The chairman of the host 
committee in Seattle made a stirring talk to this effect. 
On the other hand, for states like New York the cost 
of sending its 18 delegates was a drain on the budget 
of the state society. 


Another reasonable solution was to have a meeting 
of the Councils, Committees, and House of Delegates 
in Chicago every November for two days only on 
Saturday and Sunday and let the Clinical session go 
to any place that it cares to. This would be much 
cheaper for the A. M. A. and yet the clinical or interim 
session would continue to fulfill its function. For the 
present, it was decided to continue to have the House 
of Delegates meet in the same place and at the same 
time as the clinical session. 


The reference committee that studied several 
resolutions concerning Medical Ethics referred the 
subject back to the judicial council. The meeting 
which lasted all day was heavily attended and there 
was much, and at times bitter, discussion. Every 
imaginable phase of thought and interpretation was 
brought up. This long discussion pointed up the 
obvious fact that it will be impossible to please every- 
one when such a document as the Principles of Medi- 
cal Ethics is simplified or clarified. Some wag sug- 
gested that next year the Ten Commandments would 
be put before the House to be simplified, clarified, and 
discussed. The reference committee did the wise 
thing. 

Dr. Gunnar Gundersen, Chairman of the Board of 
Trustees, made a strong plea for the World Medical 
Associaton and pointed out its importance in world 
affairs. The last meeting was held in Havana — all 
the European nations sent representatives and none 
of those behind the Iron Curtain. Few of the Asiatic 
nations sent delegates because of the cost of travel 
over great distances. The next meeting will be in 
Istanbul, September 29 - October 5, 1957. 


The question of fluoridation of water was brought 
up again. The subject was referred to the council on 
foods and nutrition and the council on pharmacology 
and chemistry for evaluation. Report is to be made in 
Philadelphia in 1957. 

A resolution urging that all Blue Shield Plans extend 
coverage to as nearly complete as possible was passed. 

Several resolutions were introduced pointing out 
that in some veterans hospitals it is common practice 
for the hospital to apply for money when a patient is 
covered by industrial compensation or private insur- 
ance. It was never intended that veterans covered by 
this type insurance should be covered by V. A. Reg. 
6047-D1. 


Medicare has gone into effect nationwide. In many 
states, the fiscal agency is the state Blue Shield Plan. 
Such is the case in South Carolina. In others a private 
company or the state medical society handles the 
money. It must be remembered that although Blue 
Shield handles this money in South Carolina — there 
is no other connection between Medicare and Blue 
Shield. Medicare is the result of a federal law and pays 
the private physician for attendance on dependents 
of service men who are not near a service dispensary 
or hospital. The fees are based on a point value sys- 
tem and are generally considerably higher than the 
Blue Shield fees. This is as it should be. Blue Shield 
is between doctor and patient in South Carolina. 
Medicare is between the federal government and the 
doctor in South Carolina. 

Public Law 880 is the one whereby cash benefits 
are paid for permanently and totally disabled persons. 
It was recommended to the Board of Trustees that 
the findings of the doctors first applying for benefits 
for a patient be submitted to a rotating committee of 
physicians appointed by the state or regional society 
involved. This committee will have full authority to 
investigate and make the final decision as to whether 
benefits are deserved. 

The House of Delegates approved a_ resolution 
urging that all hospitals voluntarily reduce the num- 
ber of interns by 25%. In 1955 there were 11,048 
internships approved with only 6,960 American grad- 
uates to fill them. A resolution doing away with the 
25% rule was disapproved. In other words approval 
for internship will be withdrawn from those hospitals 
that are unable to get 25% of their quota of interns 
for two years. This has always seemed unfair to me. 
It places the requisite of more than 25% of the quota 
for interns as a necessity for approval. 


The widely discussed use of isotopes was brought 
up. The House of Delegates concurred in the report 
of the Board of Trustees that radioactive isotopes 
should be used under the direction of a committee 
composed of a radiologist, a surgeon, an internist, a 
gynecologist, a urologist, and a pathologist. The com- 
mittee may vary with different circumstances, but only 
those with a full knowledge of isotopes should ever 
use them. Dr. Pendergrass representing the section on 
radiology talked against this recommendation but it 
was overruled. 


It will be interesting here to mention two items of 
interest that Dr. Pendergrass mentioned in a discus- 
sion. He does not approve or use radioactive isotopes 
in the treatment or diagnosis of thyrotoxicosis in 
women under 40 because he has found that the ovaries 
also take up iodine—not as much as the thyroid but to 
an appreciable extent. Damage if any is not known. 


A study in England showed that of 500 pregnant 
women who had an x-ray film or x-rays film taken 
the percentage of mutations was 4 and in a series of 
500 pregnant women who did not have x-ray there 
were no mutations. 
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He agreed that the more one discovers about radium 
and radioactive substances the more conservative one 
becomes. 

A resolution commending the Association of Amer- 
ican Physicians and Surgeons for sponsoring its annual 
essay contest was disapproved. The House of Dele- 
gates could see no valid reason why it should endorse 
or disapprove the efforts of another organization over 
which it has no authority or influence. 

The Oklahoma State Medical Association entered 
one of the most interesting resolutions that has ever 
been brought up. It urged the developing of better 
understanding between peoples of different nations 
by acts of neighborliness. It subscribed to the state- 
ment of President Eisenhower when he said “if our 
American ideology is eventually to win out in the 
great struggle being waged between the two opposing 
ways of life, it must have the active support of thou- 
nands of independent private groups and institutions 
and of millions of individual Americans acting through 
person-to person communication in foreign lands.” 

This concluded the important resolutions. The 
following excerpts are from various reports — secre- 
tary, trustees, and councils. The number of physicians 
holding membership in the A. M. A. increased by 
4,509 over the previous year. The income from dues 
was increased by $202,940.00 over the previous same 
period. A move to try to increase membership in the 
A. M. A. is to be made especially in New York, 
Massachusetts, and several other large states where 
the proportion of A. M. A. members to state members 
is small. The delinquency date will be advanced to 
June Ist in 1957. 

The following are meetings already scheduled. 
Annual 1957 — New York, June 3-7; 1958 San Fran- 
cisco, June 23-27; 1959 Atlantic City. June 8-12; 1960 
Chicago. The Clinical meetings: 1957 Philadelphia, 
December 3-6; 1958 Minneapolis, December 2-5; 1959 
Dallas. 

Dr. Edward M. Gans of Montana, an 80 year old 
physician, was announced as the General Practitioner 
of the Year. He has practiced medicine 51 years — 44 
in the same town. He said that he had never said a 
mean or ugly thing about another physician. 


California Medical Association contributed $132,- 
981.00 to the American Medical Education Founda- 
tion; New Jersey $25,000.00; Utah $11,870.00; and 
Arizona $3,695.00. A number of states have assessed 
each member $10.00 a member for this worthy cause. 
Part of the California contribution came from the 
physician Audio-Digest which a great many doctors 
in South Carolina as well as the nation subscribe to. 
The A. M. A. this year has given a total of about 
$343,000.00. $118,000.00, the cost of operating the 
foundation, is contributed by the A. M. A. Anyone 
wishing to make a contribution to any medical school 
should do so through the American Education Founda- 
tion. 


George Dean Johnson, M. D. 


Marcu, 1957 


ANNOUNCEMENTS 


EMORY UNIVERSITY SCHOOL OF MEDICINE 
Announces 
a Two-Day Course in 
ELECTROLYTES 
March 29 and 30, 1957 
Course will be under the direction of 
Dr. Arthur Merrill, 
Associate Professor of Medicine, 
and 
other faculty members of Emory University. 
(visiting faculty includes) Dr. Arnold S. Relman, 
Associate Professor of Medicine, Boston University 
School of Medicine, and Dr. T. S. Danowski, Profes- 


sor of Research Medicine, University of Pittsburgh 
School of Medicine. 


Address: Postgraduate Teaching Program, 
Emory University School of Medicine, 
Atlanta, Georgia 


THE SOUTHEASTERN SURGICAL CONGRESS 
St. Petersburg, Florida 
April 1-4, 1957 


DOCTOR - LAWYER MEETING 
SCHEDULED FOR ATLANTA 


The American Medical Association has invited doc- 
tors and lawyers in the South and Southeast to a 
medicolegal symposium in Atlanta, Ga., March 15 and 
16. 


One of a series of three such symposiums to be held 
during March in various sections of the United States, 
the Atlanta symposium will feature such subjects as 
trauma and disease, medical expert testimony and, the 
medical witness. In addition, a mock trial demonstra- 
tion will take up the introduction in court of chemical 
tests for intoxication. 


Registration fee for the meeting — to be held at 
the Atlanta-Biltmore Hotel — is $5.00. This will cover 
the cost of a luncheon session and a copy of any pro- 
ceedings that are published. Plans are being made to 
accommodate 350 attorneys and physicians. However, 
Mr. Stetler pointed out that advance interest in the 
symposium is so great that early registrations are ad- 
visable. 


Applications for attendance, together with the 
registration fee, should be sent to the Law Depart- 
ment, American Medical Association, 535 North 
Dearborn, Chicago 10, Illinois. 
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THE 1957 11TH ANNUAL NATIONAL 
ESSAY CONTEST FOR HIGH SCHOOL 
STUDENTS 


County and state medical societies and their auxiliaries 


are cordially invited to sponsor the 1956 Essay Con- 
test for high school students. 


A Choice of Topics 


“The Advantages of Private Medical Care” 
or 
“The Advantages of The American Free Enterprise 
System” 
$1,000 First Prize 


Once again, the AAPS’ Freedom Programs, Inc. will 
award six national prizes — first, $1,000; 2nd, $500; 
3rd, $100; 4th, 5th and 6th of $25.00 each. 


All students of the 10th, 11th and 12th grades of 
public and parochial schools are urged to participate 
in the Essay competition. 


It is optional with sponsoring bodies to have stu- 
dents from the 7th, 8th and 9th grades participate 
in the Contest. 


Small packaged libraries with bibliography may be 


procured (free of charge) by writing AAPS, 185 
North Wabash Avenue, Suite 318, Chicago 1, Illinois. 


CORRESPONDENCE 


NEW YORK UNIVERSITY— 
BELLEVUE MEDICAL CENTER 
of New York University 
Institute of Physical Medicine and Rehabilitation 
400 East 34th Street 
New York 16, N. Y. 


February 7, 1957 
My dear Dr. Waring: 


I am pleased to inform you, the physicians of South 
Carolina and all persons within South Carolina who 
are interested in rehabilitation and services to the 
handicapped, that the Department of Physical Medi- 
cine and Rehabilitation, New York University— 
Bellevue Medical Center, through a grant given to 
it by Miss Belle Baruch, has created a Two Year 
Fellowship for post graduate training in Physical 
Medicine and Rehabilitation which will be known as 
the Frances Milam Fellowship. 


Miss Baruch and the Department of Physical Medi- 
cine and Rehabilitation, New York University—Belle- 
vue Medical Center have named this Fellowship for 
Miss Milam, a resident of Georgetown, who is severely 
handicapped from poliomyelitis, because of the tre- 


the physicians and other rehabilitation workers who 
had the privilege of working with her. At Miss 
Baruch’s request, the first consideration in awarding 
this Fellowship will be given to physicians who are 
residents of South Carolina. 


The direct patient services which are the re- 
sponsibility of the Department of Physical Medicine 
and Rehabilitation, New York University—Bellevue 
Medical Center constitute the largest known such ser- 
vice in the world. They include 109 physical medicine 
and rehabilitation beds at Bellevue Hospital, (65 
adult, 20 children and 24 chest patients); 188 beds 
at Goldwater Memorial Hospital, of which 94 are 
general rehabilitation beds and 94 are geriatric re- 
habilitation beds; 84 beds at the Institute of Physical 
Medicine and Rehabilitation of which 24 are in the 
Children’s Division; 20 beds at University Hospital; 
and the New York Regional Respirator and Rehabilita- 
tion Center which has facilities for 62 patients (22 
respirator and 40 post-respirator). Building construc- 
tion will begin in March which, when completed, will 
mean an additional 100 beds at the Institute of Physi- 
cal Medicine and Rehabilitation. In addition, the De- 
partment is responsible for the physical medicine and 
rehabilitation services given patients throughout 
Bellevue, Goldwater and University Hospital and for 
out-patient service at Bellevue, University Hospital 
and at the Institute of Physical Medicine and Re- 
habilitation. The Department also has formal relation- 
ships for postgraduate residency and Fellowship train- 
ing with the Departments of Physical Medicine and 
Rehabilitation at St. Barnabas Hospital, St. Vincents 
Hospital, Montefiore Hospital, the Veterans Ad- 
ministration Hospital (New York City) and Grass- 
lands Hospital, Valhalla, New York. 


Post graduate training is for a period of one to 
three years depending upon the previous experience 
of the trainee and leads to fulfillment of the require- 
ments of the American Board of Physical Medicine 
and Rehabilitation. Direct’ patient responsibility is 
assumed by the trainee who serves as a house officer. 
In addition to the clinical training, a didactic program 
of instructions is conducted for residents and Fellows. 
Durmg the current 1956-1957 residency training year, 
the Department had 48 physicians participating in 
long term residency or Feliowship post graduate in- 
struction in Physical Medicine and Rehabilitation. 


Post graduate training under the Frances Milam 
Fellowship may begin on July 1, 1957 or January 1, 
1958. The Fellowship carries an annual stipend of 
$3600. Application forms may be secured by writing 
to Joseph G. Benton, M. D., Institute of Physical 
Medicine and Rehabilitation, New York University— 
Bellevue Medical Center, 400 East 34th Street, New 
York, N. Y. 


mendous courage that Miss Milam has shown in her namely, 

own rehabilitation and the great inspiration she has Howard A. Rusk, M. D. 

been, both to other handicapped individuals and to Director 
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The pattern of medical practice in South Carolina 
has changed significantly within the last few years. 
With that change has come an increase in medical 
costs and an increased demand for insurance pro- 
tection against those increased costs. 

It is not my intention in this article to discuss 
whether or not the changes in the pattern of practice 
has been predominantly good or bad. Rather, I shall 
try to indicate some phases of the change and to in- 
dicate how they have influenced the demand for and 
the utilization of health insurance. 

With the availability of a vast number of specific 
drugs which the profession did not have before, and 
the widely increased range of relatively safe surgical 
approach to many structural bodily changes, there has 
developed an increased effort to arrive at a com- 
prehensive diagnosis of the conditions affecting the 
patient, even though his presenting symptoms at the 
moment may be mild. X-ray and other laboratory 
facilities have become easily available as an adjunct 
to such comprehensive diagnostic efforts. The patient’s 
attitude toward complete diagnostic diagnoses has also 
changed. His medical knowledge and_psuedo- 
knowledge has been increased by the multiplicity of 
reports and articles in all the popular reading media. 
With this information, there has come a compelling 
demand for investigation of every ache, pain, or other 
symptom. 

For many years, we have had in our group a rela- 
tively small number of internists who are termed 
“diagnosticians” by the general public. These men 
have equipped their offices with x-ray and other diag- 
nostic equipment and with reliable laboratories. Al- 
though their services should not have been evaluated 
as diagnostic within the whole range of medicine they 
have rendered a most valuable service to their col- 
leagues and to the general public. However, their 
equipment and overhead has been expensive and their 
fees had to be relatively large. Perhaps because of 
the great capital investment involved and the rela- 
tively small net return, this kind of an office is on 
the wane, and doctors and public are the worse for it. 

There has been a great increase in the number of 
community hospitals that have been opened within 
the past few years. These hospitals have installed 
x-ray and other diagnostic equipment and they main- 
tain clinical laboratories. They have made available 
to the small-town practitioner the same kind of physi- 
cal equipment that the old-style “diagnostician” had 
to provide for himself. Not only the general practi- 
tioner, but also the specialist trained internist, has 
available for his use these facilities. The urge to pro- 
vide general diagnoses and diagnostic surveys, to be 
more than the alleviator of aches and pains, and the 
administrator of sedatives and placebos has become 


Marcu, 1957 


BLUE CROSS... BLUE SHIELD 


general. The doctor, no matter what his field, whether 
it be that of a generalist or that of the restricted 
specialist, likes to think of himself as a practitioner 
of scientific medicine. 

The doctor’s inclination and the facilities at his dis- 
posal are matched by the eagerness of the people to 
receive scientific treatment. With hospital beds avail- 
able and in many localities with beds to spare, hospi- 
tals have encouraged the idea that they be the center 
of medical activity in their communities. With the 
general fear of hospitalization gone, patients now wish 
to enter the hospital. Both doctors and hospitals en- 
courage them to do so. Outpatient hospital or office 
treatment is discouraged and home treatment is 
rapidly becoming rare. Once in the hospital, regard- 
less of how seemingly minor the illness, the patient 
wishes and the doctor is inclined to make a general 
diagnostic survey. In fact, the more minor the illness, 
the more likely is this to be the case. A serious illness 
seems to require all the energy and vis a tergo of 
mind and body, and to prevent excursions far afield 
to the problems presented by it. 

Hospital residence is expensive. Diagnostic surveys 
involving as they do many x-ray and other diagnostic 
examinations, are more expensive. Thus where the old 
type “diagnosticians” used to charge a cover-all fee 
approximating about $75.00, now the patient is 
charged often that much for x-ray examinations alone. 
He still has additional charges for bed and board, for 
clinical laboratory examinations, for expensive drugs, 
for other special diagnostic determinations, and for 
his doctor’s services. 

Granting the demand of the patient, the inclination 
of the doctor, the availability of the facilities, and the 
high costs, it is no wonder that the public is buying 
sickness insurance in increasing amounts. 

That would all be well, were it not for the fact 
that the public is buying sickness insurance and de- 
manding that he receive protection against costs of 
medical care which do not involve actual sickness. He 
expects to be protected against the costs of what 
he and his doctor demand in the way of diagnostic 
surveys and in interest of real or fancied prophylactic 
medicine. 

Those costs are actually not insurable risks. No re- 
liable incidence can be determined. If an incidence 
rate be established for general hospital admissions 
during any one year, based on admissions of both in- 
sured and non-insured people, the incidence would 
jump in a parallel manner with the increase in the 
number of insured persons in the community. 

The public is demanding not only sickness insur- 
ance, but they want insurance offering service bene- 
fits. Commercial carriers do not and cannot offer this 
type of coverage and they are always protected against 
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unexpected claims loss by placing dollar limits to their 
respective liabilities. Blue Cross and Blue Shield 
could use the same method of protection, but to do 
so they would have to surrender the service benefit 
philosophy unique with them, and would become just 
another commercial type company operating on-a 
non-profit basis. 


It seems likely that the Blues shall have to make a 
compromise between the principle of service benefits 
and that of dollar-limited liability insurance. It is 
probably true that they will have to provide contracts 
offering strictly diagnostic benefits on either a co- 
insurance or deductible basis with a dollar limit. These 
contracts should provide a differential between diag- 
nostic surveys made in hospital and those made on an 
outpatient basis. The public and the doctors will be 
served and the Blues will have to bend to the demand. 

However, no one should be fooled when and if the 
Blues add such a coverage or coverages to their con- 
tracts. Those contracts will still contain basic service 
benefits with a carefully calculated rate and specific 
cost of sickness coverages, actuarially determined. The 
coverages over and above the basic contract, since 
they will cover non-insurable risks, will demand an 
additional fee covering costs of such risks on the basis 
of 100% utilization, or nearly so, plus an additional 
charge for administration. It would be economically 
sounder for the individual or the family to budget 
for his diagnostic work, and control the costs by his 
need and his ability to pay. It took the general public 
a long time to learn that about automobile collision 
insurance, and some have not yet learned it. It will 
probably take the public even longer to learn these 
facts of life about sickness insurance with added diag- 
nostic benefits. 


J. Decherd Guess, M. D. 
Medical Director 


NEWS 


At the Southeastern Surgical Congress at St. 
Petersburg in April there will be included among the 
speakers Dr. Furman T. Wallace, Spartanburg, on A 
New External Cutter in Varicose Vein Surgery and 
Dr. Robert Hagerty, Charleston, on Hypospadias. 


Two Public Health Service officers, John M. 
Henderson, and Dr. Martin D. Young, have been 
assigned to help evaluate the malaria control program 
in India. 


Dr. Young is head of the National Institutes of 
Health Epidemiology Section, Laboratory of Tropical 
Diseases, in Columbia, South Carolina. He is a mem- 
ber of the Expert Panel on Malaria of the World 
Health Organization, and is a past president of the 
American Society of Tropical Medicine and Hygiene. 


EYE BANK GROUP IS ORGANIZED 

The South Caroling Eye Bank, Inc., a clearing 
house for eye donations, held an organizational meet- 
ing recently in Columbia. 

Organization of the bank was made possible by an 
act of the South Carolina General Assembly last year. 
Clearing house for the organization will be in Colum- 
bia. 

The bank and laboratory will be maintained at the 
Medical College of South Carolina. 

Dr. Clay W. Evatt of Charleston was named medi- 
cal advisor to the organization. Other officers elected 
include; 

William A. Dallas of Columbia, president; Dr. 
John H. Young of Columbia, vice president; Earl M. 
Moffett of Greenville, secretary; and J. Smith Har- 
rison of Columbia, treasurer. 

The purpose of the organization is to establish, 
maintain, operate and carry on an eye bank and 
corneal eye clinic to be organized and operated ex- 
clusively for obtaining eyes and corneal transplants, 
to preserve and transplant the same for the scientific 
and charitable purpose of the advancement and de- 
velopment of medical science and surgery in corneal 
transplants and the restoration of sight. 

(The Charleston Evening Post 
January 17, 1957) 


MARLBORO NEW YEAR’S MEETING 
HELD JANUARY 10TH 

The first records available indicating the existence of 
the Marlboro County Medical Society date back to 
1904. Very little is known about the Society until the 
year 1920 when four of its members, C. R. May, 
Thomas H. Smith, J. F. Kinney, and Douglas Jennings 
made plans for a meeting to be known as the Annual 
New Year’s Meeting to be held in January of each 
year. The purpose of this meeting was to afford the 
physicians from the bordering counties of the two 
Carolinas the opportunity of meeting together for a 
dinner and to discuss current scientific matters. The 
first meeting held in 1920 in one of the homes was 
attended by approximately 12 doctors. Over a period 
of years this gathering gradually grew too large for 
the home and the main speakers were selected from 
the larger cities and medical schools. 

The year 1957 marked the thirty-sixth Annual New 
Year’s Meeting and a large number of old friends 
were present. Several of these guests have attended 
many meetings and always look forward with great 
anticipation to the food, frolic, and fellowship. 

The present membership of the Marlboro County 
Society is composed of twelve active members, all of 
whom feel a certain amount of pride in the fact that 
this meeting attracts 135 to 150 physicians from 
several states. 

Dr. Guy F. Robbins of Memorial Hospital in New 
York was the speaker of the evening: Dr. Robbins’ ad- 
dress was a delightful combination of down to earth 


110 THE JOURNAL OF THE SOUTH CAROLINA MEDICAL ASSOCIATION 


thinking, practical application, and dry wit. 
His was a very definite contribution to the manage- 
ment of advanced cases of carcinoma of the breast. 


Dr. John D. Reese, pathologist, has assumed his 
duties as head of the Tuomey Hospital Clinical Lab- 
oratory. 

Dr. Reese is a native Californian and is a graduate 
of the California School of Medicine. He is a diplo- 
mate of the American Board of Pathology; a fellow of 
the College of American Pathologists, and a member 
of the American Society of Experimental Pathology. 

He comes to Tuomey from Orange County ( Calif.) 
General Hospital, where he was chief pathologist. He 
practiced in North Carolina and has taught in several 
schools of medicine. He has been active in practice 
since 1949. 

Plans have been made for enlarging the Tuomey 
Laboratory. 


Dr. Ripon Wilson LaRoache, Camden physician, 
was recently promoted to the rank of lieutenant 
colonel in the United States Reserves. 

Colonel LaRoache is a member of the 396th General 
Hospital, a Columbia Army Reserve unit. 


Dr. William K. Brumbach, Gaffney physician and 
surgeon, has been promoted to lieutenant-colonel in 
the South Carolina National Guard. 

Dr. Brumbach is regimental surgeon of the 218th 
Infantry Regiment of the 51st National Guard Divi- 
sion. A veteran of World War II, Dr. Brumbach 
served as a medical officer in the European Theater 
of Operations. 

As a major, Dr. Brumbach was the first command- 
ing officer of the post-war National Guard medical 
platoon organized here. 


Dr. Edwin Boyle, Jr., currently engaged in an ex- 
tensive research program on heart disease, spoke to 
the Greenville County Medical Society January 8. 


Dr. James G. Halford was elected president of the 
Anderson County Medical Society. 

Other new officers include Dr. Leo Davison, vice 
president; Dr. James Belk, treasurer, Dr. William F. 
Lummus, secretary; and Dr. Bill Hunter, state dele- 
gate. 


Dr. Joe H. King was re-elected chairman of the 
Board of Directors of Peace Haven, refuge for 
alcoholics at the annual board meeting. 


The Columbia Museum of Art will receive the 
largest cash bequest in its history, $200,000, under 
the will of Dr. Robert W. Gibbes. 


Dr. Lowry Shuler was elected chief of staff of 
Oconee Memorial hospital at a meeting of the county 
medical society December 13. 
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Dr. J. P. Booker, was named chief of surgery; Dr. 
S. B. Moyle, chief of obstetrics and gynecology; and 
Dr. J. T. Davis, chief of medical service. New secre- 
tary and treasurer for the hospital staff is Dr. F. B. 
Adams, Jr. 

The Medical Society re-elected Dr. R. K. Nimmons, 
Jr., president, Dr. J. T. Davis was elected vice-presi- 
dent; Dr. D. O. Royals, secretary and treasurer; and 
Dr. R. K. Nimmons, Jr., delegate. 


Greenville Civil Defense Council is the first CD 
authority in South Carolina to get a 200-bed portable 
emergency hospital following negotiations between 
the Federal Civil Defense Administration, South Caro- 
lina State CD headquarters in Columbia and Gen. 
G. M. Halloran, Ret., Greenville’s CD chief. 

This hospital, based on the Army’s 60-bed portable 
field hospital comes all-equipped, even with a porta- 
ble x-ray machine which takes and develops a photo 
in one minute using the poloroid process. 

Ewell Black, Deputy State Civil Defense director, 
announced yesterday, that Maj. Gen. James S. Dozier, 
South Carolina CD Director, had completed arrange- 
ments with Greenville CD to loan the 200-bed hospi- 
tal for six months at no cost. 

In other states these hospitals cost $26,000 a piece, 
half being borne by local authorities. Pennsylvania CD 
headquarters just announced on Saturday that these 
portable hospitals would be offered for sale to local 
CD units. 


Dr. William F. Early, a native Darlingtonian, has 
returned to become associated in the practice of gen- 
eral medicine with Dr. John M. Wilson at Wilson 
clinic. 

Following graduation in 1941 from Clemson college, 
he served for five years in the Army. Three and one- 
half years of his active military service was with 
the infantry overseas, and when he was released in 
1946 he held the rank of captain. 

The new Darlington general practitioner attended 
medical school at the University of Virginia and re- 
ceived his M. D. degree in 1954. He served his intern- 
ship at Norfolk General hospital and completed his 
residency in general practice there. 


Dr. Julian P. Price has been elected chairman of 
the Joint Commission of Accreditation of Hospitals. 
He was chosen at a December meeting of the Com- 
mission in Chicago to succeed Dr. Leroy Sloan. A 
member of the Commission since its creation five 
years ago, Dr. Price has been active in the work of 
this important body. He is one of the representatives 
of the American Medical Association on the Joint Com- 
mittee, which includes also representatives of the 
American College of Physicians, American College of 
Surgeons, American Hospital Association, and 
Canadian Medical Association. 
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DEATHS 


DR. JENKINS M. POPE 


Dr. Jenkins M. Pope of Middleton Plantation, Edisto 
Island died recently. 

Dr. Pope was born November 11, 1872, on Edisto 
Island, a son of Dr. Daniel T. Pope and Mrs. Sarah 
Eddings Pope. He attended Presbyterian College and 
graduated from the University of South Carolina. He 
was an honor graduate of the Medical College of 
South Carolina. 

Dr. Pope had retired as a physician. In addition to 
his medical practice he also had devoted time to plant- 
ing. He was an elder in the Edisto Island Presbyterian 
Church. 


DR. CHARLES WOFFORD GENTRY 

Dr. Charles Wofford Gentry, 79, a native of 
Spartanburg, died at his home in Greenville on De- 
cember 30, 1956. 

He was a graduate of Clemson College and received 
his medical degree from the University of Maryland. 

Dr. Gentry first practiced medicine in Enoree and 
came to Greenville in 1907. Until his retirement sev- 
aral years ago, he maintained offices in Greenville, 
Taylors and Greer. 


DR. ROBERT W. GIBBES 

Dr. Robert W. Gibbes, who was laid to rest yester- 
day after a long and useful life, was a man whose 
good deeds will live on for many years to come. 

A humanitarian, a real patron of the arts, a physi- 
cian of distinction, a person of fine scientific mind and 
varied interest, Doctor Gibbes put to good use his 
many talents, and by his generosity and foresight in- 
vested in things that did not die with him. 

Such cultural efforts as the Town Theatre and the 
Columbia Museum of Art were great beneficiaries of 
his time and means, and his unfailing interest. He had 
a deep faith in young people, many of whom he 
helped in a very practical way. He was a pioneer in 
the use of radium, and of x-ray in the treatment of 
disease. He was an expert on photography, and on 
such unusual subjects as fluorescent minerals and sea 
shells. And he was a good writer as readers of articles 
from his pen printed in The State will testify. 

A man of quick mind and with a full storehouse of 
information, Doctor Gibbes could converse intelligently 
on a variety of subjects. And he was a_ hospitable 
host both at his home on Calhoun Street and at Sea- 
foam, his Myrtle Beach residence, where he spent the 
summers. . . . 

May God rest his noble soul. 


The State, December 13 


DR. ROBERT W. GIBBES 

Dr. Robert W. Gibbes died December 10, 1956 

His age was 84. 

For many years, until his retirement, Dr. Gibbes 
was a leading Columbia physician. He was one of the 
first physicians in the South to use x-ray in the treat- 
ment of cancer. His pioneer work in this field resulted 
in the cure of many sufferers, particularly of skin can- 
cer. 

Dr. Gibbes’ practice went back to the horse-and- 
buggy days, when physicians used several fast horses 
to take them to the sick. Dr. Gibbes was one of these 
physicians and older residents of Columbia still speak 
of the sight of him hurrying to a call in his buggy. 

Since his retirement from active practice, Doctor 
Gibbes had developed to a high degree several hobbies. 
He was a recognized authority on sea shells and had 
written and lectured on the subject in recent years. 

Also, Doctor Gibbes had a widely-recognized col- 
lection of flourescent rocks which he had gathered over 
a wide area of the country. His are now on display at 
the Columbia Museum of Art. 

One of the first physicians in South Carolina to 
equip himself with an automobile, Doctor Gibbes 
demonstrated with this his readiness to keep apace of 
the times, as he had in pioneering with x-ray. He was 
the very first South Carolina physician to obtain and 
use x-ray equipment and people came from all over 
the state to receive his treatments. At one time he 
owned $7,000 worth of radium, all of which easily fit 
into a very small tube. 

Doctor Gibbes was born in Quincy, Fla. He was 
graduated from the Medical College of South Caro- 
lina in 1898. 


‘MINUTES OF COUNCIL MEETING 
COLUMBIA, S. C., JANUARY 30, 1957 

A special meeting of Council was held at the Col- 
umbia Hotel, Columbia, S. C. January 30, 1957 and 
was called to order by the Chairman, Dr. J. P. Cain 
at 5:00 p. m. Members present were Drs. Cain, Flem- 
ing, Waring, Wyatt, Weston, Mayer, Stokes, Bozard, 
Price, D. L. Smith, Gressette, Burnside, Prioleau, 
Johnston, Owens, Wilson, and Mr. M. L. Meadors. 
Also present were Drs. R. MacDonald, P. Jenkins, N. 
Eaddy, R. Anderson, T. Peeples, and Mr. W. F. Prio- 
leau, attorney. 

The minutes of the meeting of November 7, 1956 
were approved as published. 

Dr. Charles Wyatt who attended the AMA con- 
ference on poliomyelitis in Chicago in January 1957 
as the representative of the Association reported on 
the meeting in regard to the polio vaccine program. 
The conclusion of the conference was to urge the 
medical profession to take over an intensive campaign 
to encourage more extensive use of the Salk vaccine 
and to try an immunize everyone under the age of 40. 
Dr. Julian Price spoke feelingly on the necessity for 
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an active campaign and Dr. Tom Peeples gave a 
statistical picture of the vaccine distributed in South 
Carolina to the end of 1956. After some further dis- 
cussion in which Dr. D. L. Smith and Dr. W. H. 
Prioleau participated, Dr. Wyatt moved that the 
Chairman of Council and the President of the Associa- 
tion together appoint a special Committee on Polio- 
myelitis, to include one representative each from the 
Council, from the S. C. Pediatric Society, from the 
S. C. Society of Obstetrics and Gynecology, from the 
Academy of General Practice, and from the State 
Board of Health; this Committee would be instructed 
to make plans for the mobilization of a vigorous cam- 
paign throughout the state to encourage the utilization 
of polio vaccine and the immunization of all individ- 
uals under the age of 40. This motion was passed. 


The Chairman, Dr. Cain then read a resolution 
passed by the House of Delegates on May 10, 1955 
regarding the stand of the State Medical Association 
in opposition to the Optometrists Amendment now 
pending before the General Assembly and opened 
this matter for discussion. Dr. Gressette reported on 
the action of a Committee of the Ophthalmological 
Association and Dr. R. MacDonald spoke regarding 
a request that the South Carolina Medical Association 
take over the fight against the passage of this bill, 
with the complete cooperation of the Ophthalmologi- 
cal Association. Mr. M. L. Meadors, Dr. Eaddy, Dr. 
Stokes, Dr. Jenkins, Dr. Peeples and Dr. W. F. Prio- 
leau discussed this matter. 


The Chairman then said that the purpose of the 
Council meeting was to crystallize the thinking of 
the medical profession in regard to how the State 
Medical Association should act in this matter and a 
general dscussion ensued. It was then moved by Dr. 
Weston, seconded by Dr. Wyatt that Council reaffirm 
the decision of the House of Delegates in supporting 
the attitude of the S. C. Ophthalmological and Oto- 
logical Society in opposition to the amendment to the 
Optometrists Bill pending in the General Assembly, 
and give its wholehearted support to assisting in the 
defeat of this amendment; it was further moved that 
the Chairman of Council be instructed to activate this 
report. This motion was passed. 


The Chairman then designated Drs. Gressette an 
Stokes as Chairmen of a Committee of the Society 
to work in this regard, and directed Mr. M. L. 
Meadors, Executive Secretary, to work with the 
Ophthalmological Society and its attorney. 

Dr. Gressette extended the thanks of the Ophthal- 
malogical Society to Council for its action. 

The Chairman directed the Secretary to include in 
this meeting the approval of the following resolutions: 

WHEREAS: The Supreme Court of the United 
States on December 10, 1956 declined te hear an ap- 
peal by the South Carolina Naturopathic Association, 
thereby allowing to stand the validity of the Act 
repealing the Naturopathic Licensing Law; 
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and, WHEREAS, this action brings to an end the 
interest of the South Carolina Medical Association in 
the particular legislation. 

THEREFORE, Be it hereby resolved by the Coun- 
cil of the South Carolina Medical Association that 


1. Mr. M. L. Meadors be paid a sum of $2500 
for legal services performed by him during the past 
two years in connection with this Naturopathic Bill. 
This amount is to represent fair payment for services 
rendered to the Association far and above that ex- 
pected of him in his part time position as Executive 
Secretary, such extra legal services being performed 
during those periods which ordinarily would be util- 
ized in his regular practice of law. 

2. That this payment be made before Christmas, 
1956. 


A poll had been taken by mail in December 1956 
with 15 members of the Council voting in the affirma- 
tive, 3 members in the negative, and 2 qualified in 
their vote. 

The Secretary reported briefly on charges made by 
a member of the General Assembly, Mr. F. J. Lea- 
Mond of Charleston, regarding collusion between 
physicians and lawyers and accusing physicians of 
unethical conduct and testimony in accident cases; 
the Secretary further noted that Mr. LeaMond had 
introduced a bill into the House of Representatives 
and suggested that the Committee on Legislation 
take this matter under advisement. Dr. Frank Owens 
reported that there were several other matters under 
advisement by his committee and that a further re- 
port would be made to Council at its next meeting. 

There was no further business and Council ad- 
journed at 7:15 p. m. 

Respectfully submitted, 
Robert Wilson, M. D. 
Secretary 


Ciba Foundation Symposium on PAPER ELECT RO- 
PHORESIS. Edited by G. E. W. Wolstenholme, and 
Elaine C. P. Millar. Cloth. $6.75. 74 illustrations, 224 
pages. Little, Brown and Company, Boston 1956. 

This book is a report of the proceedings of the 
symposia for 1955 at the Ciba Foundation on Paper 
Electrophoresis. Eighteen chapters present the various 
aspects of paper electrophoresis and describe methods, 
applications and evaluations of results. Special ap- 
plications to a variety of problems, such as design, 
dyeing, measurement of areas, high voltage tech- 
niques and the staining of lipoproteins are discussed 
in detail. Twenty-two international authorities upon 
the subject participated in the symposium. This book 
is of great value to the investigator but would be of 
little value to non-laboratory practitioners. 


W. M. McCord, M. D. 
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WOMAN’S AUXILIARY 
SOUTH CAROLINA MEDICAL ASSOCIATION 


President: Mrs. E. Gordon Able, Newberry, S. C. 


Bulletin Secretary: Mrs. Ritchie Belser, Charleston, S. C. 


4TH FUTURE CLUB NURSES RALLY HELD 


The fourth annual session of the South Carolina 
Future Nurses Clubs met at Winthrop College on 
February 8 and 9. Those in attendance were enter- 
tained at a reception at the home of Mrs. R. E. Sum- 
ner, Nurse Recruitment Chairman of the York County 
Medical Auxiliary. 

Saturday morning the program included the election 
of officers, a program on the subject of General In- 
formation on Nursing and the meeting was divided 
into buzz groups on Special Fields of Nursing. The 
rally adjourned following lunch in the Winthrop Col- 
lege Dining Hall. 

Mrs. John T. Cuttino of Charleston is Chairman of 
the Nurse Recruitment Committee of the Woman's 
Auxiliary to the South Carolina Medical Association 
which has sponsored the Rally each year. Serving 
with Mrs. Cuttino are Mrs. T. P. Valley of Pickens 
as Co-Chairman and Mrs. John Brewer, Treasurer, of 
Kershaw. 

Mrs. W. H. Williams of Rock Hill was Chairman of 
the Future Nurses Club Rally this year. Mrs. Williams 
said that the aim of the Rally this year was to give 
11th and 12th grade high school girls interested in 
the nursing profession ample opportunity to have all 
their questions on nursing answered. Providing the 
answers and inspiration for these students was a stu- 
dent representative and a faculty advisor from each of 
the nursing schools in the state. 

It is the feeling of the Chairman and her committee 
that we cannot do too much to encourage more inter- 


est in the field of nursing, particularly now when there 
is such a shortage of trained nursing personnel. Every- 
one attending the rally in Rock Hill felt that it was 
very successful and provided inspiration to those seek- 
ing information on the profession of nursing. 


Forty-nine new members have recently joined the 
Auxiliary. Congratulations are in order for those 
County Auxiliaries who are lucky enough to have 
these fine women as new members, and both the or- 
ganization and the individual members will benefit 
from the association. An extra pat on the back to 
Charleston County which has added 26 of the new 
members to their group. 


NEW MEDICAL AUXILIARY ESTABLISHED 
IN BERKLEY COUNTY 


A delightful luncheon at the Berkley Restaurant in 
Monck’s Corner on Tuesday, November 6th was the 
birthplace of the Berkley county Medical Auxiliary. 


Mrs. Wayne Reeser of Conway, third vice president 
of the Auxiliary called the meeting to order. Mrs. 
Reeser gave a brief outline of the organization, pro- 
grams, purposes and policies. Mrs. George Dawson 
of Florence, Chairman of the Finance Committee of 
the State Woman’s Auxiliary acted as secretary pro- 
tem. A constitution was adopted and these officers 
elected: Mrs. W. Henry Lacey, Pinopolis, president; 
Mrs. Robert S. Soloman, Monck’s Corner, president- 
elect and Mrs. Peter E. Myers, III, Monck’s Corner, 
Secretary-treasurer. 


BOOK REVIEWS 


CARE OF THE LONG TERM PATIENT: Chronic 
Illness in the United States — Volume II. A Com- 
monwealth Fund Book, Harvard University Press. 

This is one of a four-volume series on chronic illness 
in the United States, published by the Commission 
on Chronic Illness. It is based to a considerable extent 
on material prepared for the National Conference on 
Care of the Long Term Patient, which was held in 
Chicago in 1954. The book is not limited to a dis- 
cussion of the conference material but draws freely 
on additional sources in order to make the discussion 
of the subject more comprehensive. 

The opening chapter emphasizes the magnitude of 
the problem by pointing out that at least 4.19 million 
long-term patients are now living in their own or 
relative’s home or in foster homes or boarding houses 
in the United States. These patients are in need of 


not only medical care, but also nursing care, in- 
struction and guidance, and emotional support; while 
both the patient and his family need guidance in the 
use of community services, including of course, social 
service. 

In addition to the above, 1.1 million patients may 
be found housed in long-term institutions on any 
given day, and it is estimated that at least 45,000 long- 
term patients are to be found in short-term general 
hospitals. 

The volume is divided into nine chapters discussing 
such items as the following: The long-term patient, 
who he is, and what are his problems; the patient at 
home; rehabilitation at home and in institutions; per- 
sonnel and education; coordination and integration; 
research for planning and financing. 

The last chapter represents a summary that is well 


114 THE JouRNAL OF THE SOUTH CAROLINA MEDICAL ASSOCIATION 


worth reading and re-reading, because it points out 
the needs of the long-term patient, with suggestions 
for meeting those needs. While lack of space in this 
column prohibits a discussion of the 23 items of the 
summary, a few salient thoughts have been culled 
from the summation as shown: 


“Care of the chronically ill is inseparable from gen- 
eral medical care.” 


“Care and prevention are inseparable; and_re- 
habilitation is an innate element of adequate care of 
the long-term patients.” 


Recognition should be given to the emotional atti- 
tude of those whose illness become long drawn out; 
and mental illness problems permeate the entire 
field of care of the long-term patient. 


With full appreciation of the necessity for adequate 
institutional facilities, communites generally must 
necessarily place the greater emphasis on planning 
for care in and around the home. 


Hospitals, Out-patient Departments, health depart- 
ments and nursing organizations should reexamine 
their policies and practices to assure the long-term 
patient the best of modern medical care — with 
frequent evaluation of the patient needs and easy 
flow back and forth among home, hospital and re- 
lated institutions (as Out-patient departments, etc. ) 


Adequate housing is a fundamental requirement. 


The book is well written, highly informative and 
directs attention in a practical manner to a subject 
that should be of great and growing interest to the 
medical profession. 


Leon Banov, M. D. 


THE OFFICE ASSISTANT IN MEDICAL OR 
DENTAL PRACTICE by Portia M. Frederick and 
Carl Towner. 351 pages. 55 figures. Price $4.75. 
Philadelphia, W. B. Saunders Company 


This handy volume furnishes just about all the in- 
formation an office assistant could need. The presenta- 
tion is good, and the book can be recommended to 
both the doctor and the assistant, whose mutual inter- 
ests should be furthered by a careful reading by both 
parties. 

J. I. W. 


PRACTICAL PEDIATRIC DERMATOLOGY by 
Morris Leider, M. D. The C. V. Mosby Co., St. Louis 
—1956. Price $10.50. 


This is a book covering dermatology as applied to 
the pediatric age, written by the dermatologist for 
other dermatologists or for the general practitioner. 
It is a practical manual which should be very useful 
to both, and for the pediatrician. It includes many 
tables and many prescriptions; the latter have the 
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virtue of reasonable simplicity and proven worth. A 
twenty page formulary is perhaps the most useful 
part of the book. 


The pediatrician does not usually pretend to any 
great specialized knowledge of the skin, but enjoys 
the benefit of dealing with skin diseases of which 
most are not complicated and may be treated simply 
without reference to the dermatologist. In fact, pedi- 
atric experience is that the specialist has relatively 
little more practical therapeutic knowledge to offer 
than he has himself, and is inclined to prolonged 
treatment which is no more successful than the briefer 
and perhaps more pessimistic approaches. 


If this book is intended for pediatric use, the 
pediatrician might quarrel with the rather firm pro- 
nouncements of the author in the matter of food 
allergies and the use of dietary substitutes (such as 
soybean “milks”), for which the author has less than 
a little regard. He might also question the fixed dis- 
belief in the structural production of changes from 
emotional sources, although it is true that firm proof 
may still be lacking in this matter. 

This book should be handy and helpful. 


J.LW. 


DISEASES OF THE HEART. By Charles K. 
Friedberg, M. D., 2nd edition, 1161 pages. W. B. 
Saunders Company, Philadelphia. Price $18.00. 


Since the first edition in 1949, this text has been 
widely recognized as one of the most outstanding 
among the many books on cardiology. Stimulated by 
the swift pace of recent advances in the field, Dr. 
Friedberg has created extensive revisions in all sections 
of his text, requiring the addition of 80 pages and the 
use of larger, double-columned pages. Three valuable 
new chapters have been added on graphic methods of 
examination, including roentgenology, electrocardio- 
graphy and vectorcardiography, ballistocardiography, 
cardiac catheterization, etc. 


Appropriately, considerable attention has been paid 
to cardiac surgery and the newer techniques of direct 
vision surgery. Newer aspects of medical treatment 
and of cardiac physiology have not been neglected 
and many valuable new references have been included. 
Major revisions and additions have been made to the 
chapters on congestive heart failure, coronary athero- 
sclerosis, congenital heart disease and chronic pul- 
monary heart disease. Extensive documentation of in- 
formation continues to be an outstanding feature. 

This is a comprehensive, up-to-date exposition 
which well deserves the esteem gained by the first 
edition. As a text and reference for all physicians 
interested in this important field, this book is heartily 
recommended. 


F. E. Nigels, M. D. 
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1. Cooperation 


To promote closer cooperation and 
better understanding between all 
agencies, groups and individuals con- 
cerned with providing and improving 
medical care for the people of South 
Carolina. 


2. Extension of Medical Care 


To study constantly the need and 
availability of medical care in each 
county of the State and in the State at 
large. 

To promote plans for providing or 
improving medical care where is a 
need, particularly in the rural areas. 


3. Pre-Paid Hospital and Medical Care 


To make voluntary pre-paid hospital 
and sickness insurance available to all 
the people of the State (through Blue 
Cross, Blue Shield, and commercial in- 
surance policies), and to promote the 
widespread purchase of such insurance. 


4. Care of Indigent 


To work with local county and state 
agencies, and with philanthropic or- 
ganizations, toward securing good 
medical care for the indigent. 


5. Public Health 


To support the South Carolina State 
Board of Health in its broad program 
of preventing diseases and of safe- 
guarding the health of our people. 


6. Health Councils 


To support the State Health Council 
in its announced program. To sponsor 


TEN POINT PROGRAM 
OF THE 
SOUTH CAROLINA MEDICAL ASSOCIATION 


the formation of a County Health 
Council in every county of the state, 
and to encourage our members to sup- 
port and to work with these organiza- 


7. Hospitals 


To promote the expansion of present 
hospital facilities and the building of 
new hospitals—where there is a definite 
need. 


To strive for highest standards of 
professional care in the hospitals in the 
State. 


8. Medical Colleges 


To support the Medical College of 
South Carolina and to bend our efforts 
toward keeping its standards of educa- 
tion on a par with other medical col- 
leges throughout the country. 


To promote good nursing education 
and good nursing care throughout the 
State. 


9. Education of the Public 


To acquaint the citizens of the State 
with regard to the problems of medical 
care in existence today, to inform them 
as to what is being done to solve these 
problems, and to advise with them as 
to further plans for securing better 
health and better medical care for the 
people of South Carolina. 


10. Political Medicine 


To prevent political control or 
domination of medical practice or of 
medical education. 
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Pro-Banthine Inhibits Excess 


Parasympathetic Stimuli in Peptic Ulcer 


Medical literature now contains more than 
500 references to the beneficial role of Pro- 
Banthine Bromide (brand of propantheline 
bromide) and Banthine® Bromide (brand of 
methantheline bromide) as evidenced by a 
marked healing response of peptic ulcers. 
Rapid symptomatic improvement, particu- 
larly with reference to pain relief, is followed 
by roentgenographic demonstration of 
crater filling. 

The therapeutic action of Pro-Banthine in 


decreasing hypermotility and hyperacidity, 
together with the remarkable early subjective 
benefit, is a desired approach in the manage- 
ment of ulcers. 

The initial suggested dosage is one tablet, 
15 mg., with meals and two tablets at bed- 
time. An increased dosage may be necessary 
for severe manifestations and then two or 
more tablets four times a day may be indi- 
cated. G. D. Searle & Co., Chicago 80, IIli- 
nois, Research in the Service of Medicine. 


| SEARLE | 
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HANDBOOK OF PEDIATRIC MEDICAL EMER- 
GENCIES. Adolph G. DeSanctis, M. D. with col- 
laboration of Charles Varga, M. D., and ten con- 
tributors. C. V. Mosby Co. 1956. 371 pp. $6.25. 

Since its first appearance in 1951 this book has 
proven thoroughly its practical worth by going through 
four printings and several translations into foreign 
languages. This second edition covers not only emer- 
gencies of the kind commonly considered as such, but 
also in brief almost all of the serious acute ailments 
of childhood. The advice is practical and succinct. 
Useful tables and a proper index are included. This 
is a book which every practitioner might well have 
readily available. 

J.1.W. 


THE OFFICIAL AMERICAN MEDICAL ASSO- 
CIATION BOOK OF HEALTH. Edited by Dr. 
W. W. Bauer. Dell Publishing Co., Inc. 1957. 320 
pp. 35 cents. 

Matters of health’ and disease make intensely inter- 
esting reading for the public. Unfortunately, the pub- 
lic is often led to read articles in this field which are 
sensational or slanted badly or actually dangerously 
inaccurate, or which even offer to make diagnosticians 
and therapists of every reader. 


PROTECTION AGAINST LOSS OF INCOME 
FROM ACCIDENT & SICKNESS AS WELL 
AS HOSPITAL EXPENSE BENEFITS FOR 
YOU AND ALL YOUR ELIGIBLE DEPEN- 
DENTS. 


ALL PHYSICIANS ALL 
SURGEONS 


DENTISTS 


COME FROM 


60 


PHYSICIANS CASUALTY 
& HEALTH ASSOCIATIONS 


OMAHA 2, NEBRASKA 
Since 1902 
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Today's Health, a magazine for the general public, 
published by The American Medical Association, has 
been a foil to these undesirable publications. Its con- 
tributors are people of high medical standing and of 
literary ability. From its pages have been collected 
this series of articles on a variety of subjects. They 
are concerned neither with cures nor lists of symptoms 
but they provide sound suggestions for making the 
best of one’s capabilities for health. 


The articles are written simply and attractively. 
How fine it would be if all patients would read them 
with understanding! A physician would not do badly 
by placing this book in every patient’s hands. The 
cost of this paper back (35 cents) would be repaid 
tremendously. 

J.LW. 


THE LABYRINTH. Physiology and functional tests. 
By Joseph J. Fischer. Grune & Stratton Co. New York, 
1956, Price $6.00. 

This small book of about 200 pages gives an excel- 
lent and clear picture of the labyrinth. After a short 
survey of the anatomy, the physiology and functions 
of the different parts of the inner ear are explained. 
Next the author evaluates spontaneous manifestations 
such as vertigo, and nystagmus. The reviewer was 
especially interested in the practical and clinical ap- 
plications of the theories as e.g. in the description and 
evaluation of the caloric tests, turning, and galvanic 
reactions, etc. Dr. Fischer discusses the abnormal re- 
actions to different stimuli, the hypo- and hyperexcita- 
bility of the labyrinth, which are facts of great 
importance. The use of diagrams, photographs and 
microphotographs helps the understanding of this 
difficult subject greatly. Examples from the actual 
sickbed are discussed as e.g. intracranial lesions, differ- 
entiation between peripheral and central lesions and 
many others. 


It is very easy to get lost in the “labyrinth” of the 
literature about the inner ear. There are so many con- 
flicting theories that it is hard to acquire a working 
knowledge for theoretical and practical purposes. This 
book has a very excellent bibliography after each 
chapter for the serious student, but it also has a 
critical discussion of different ideas; the author at- 
tempts to guide the reader through this maze with 
his own personal experience in this difficult subject. 

This book not only fills a great need, but should be 
a “must” reading for every specialist in otolaryngol- 
ogy or neurology, and will be of great help to solve 
many a problem for any practitioner who attempts to 
make a diagnosis on “dizzy” patients in his practice. 

George Laub, M. D. 
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